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“ This is indeed 


a most welcome gift!” 


TARD 
Cognac 


BRANDY 


A Decanter of OTARD 
V.S.0.P. Liqueur Cog- 
nac Brandy with two 
brandy glasses in a 
presentation pack at 
the normal price of the 
brandy only. 


57/6 


COMPLETE 


Motorists buy the Daven- 
set Model Battery 


Charger, for its 3 amp. 
output will keep car 
batteries brimful of quick 
starting energy. uit- 
able for 6- and !2-velt 
batteries from 200-' 
volt A.C. mains. 


Price £6 9 6. 


Stuck for that last minute gift ? Whether you 
are or not, all your motoring friends will 
agree that a DAVENSET Model ‘H’ is a jolly 
good idea—especially if they receive one. 


TO GIVE THE FINEST IS TO GIVE A 


CHARGER 


PARTRIDGE WILSON & COMPANY LTD. 
Davenset Electrical Works: LEICESTER 


When 
nourishment 


is the main problem... 


Branp’s Essence is a first-class protein of animal origin, 
in a form and strength that will not overtax a weakened 
system. Being partly hydrolized, it is capable of easy in- 
gestion, digestion and absorption. It is extremely palatable, 
and may be taken either as a jelly or as a liquid. It heips to 
support convalescence and assists in restoring a positive 
nitrogen balance. 

The major indications for the administration of Brand's 
Essence are loss of appetite during fatigue, acute infections, and 
dysphagia or digestive disturbances due to organic or bacterial 
lesions of the mouth, oesophagus and alimentary tract, and after 
surgical procedures. 

The addition of Brand's Essence to low residue and weight- 
reducing diets is especially appreciated by the patient. 


(BEEF OR CHICKEN) 


__ Brand's Essence— 


LIGHT UP AND SETTLE DOWN 


to that long slow smoke which calms a troubled world. With 

Balkan Sobranie glowing in the bow! of your favourite briar 

anxiety goes up in smoke and an inimitable aroma makes 

rings round every fret. Balkan Sobranie Smoking Mixture 

is.2 unique combination of mature Virginia leaf with rarest 

Yenidje to add an original flavour and a rich aroma. Cool 
and slow smoking to the last shred. . . . 


Balkan Sobranie 


SMOKING MIXTURE 


ounce 5/7} 2 ounces 11/3 


SOBRANIE LTD. 136, CITY ROAD, LONDON, E.C.1 
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‘PERNIVIT’ 


for chilblains 


PERNIVIT utilises the 
vasodilator properties of nicotinic 
acid and the effect of vitamin K in 
maintaining normal blood coagulability 
and vascular permeability 


Effective both in the treatment and in the subsequent preven- 
tion of chilblains Irritation and inflammation are quickly 
relieved 
posaGr Adults: two to six tablets daily immediately after meals 
Children Half this dosage 
*PERNIVIT" Tablets contain 
Acetomenaphthone B.P.. 7 mez 
and Nicotinic acid B.P., 25 mz 
‘PERNIVIT?’ Tablets, basic N.H.S. price 2/- bottle of 50 
TRADE MARK 
Literature and specimen packines are available on request. 
(Medical Department) 
THE BRITISH DRUG HOUSES LTD. LONDON N.1 
PRVT/E/546 


Save time on Urine tests with... 


CLINITEST ana ACETEST 


Reagent Tablets for the detection of 
GLYCOSURIA KETONURIA 
Both tests performed simultaneously in one minute! 


‘Clinitest’ tablets have been widely used and prescribed | == = ee 


since 1947. Many valuable hours have been saved. Follow- | The advantages of *ACETEST’ | 
ing successful clinical trials, the makers of C LINITEST | A single tablet provides all the reagents required. | 
have produced ‘Acetest reagent tablets for the detection Low cost permits use as a screening procedure or as | 
of Ketonuria. Reliable routine sugar and acetone tests can a routine for diabetic patients. No danger of false | 
now be carried out together in one minute! sores with normal urine. No caustic 
gents. 

N | heating gente of ts {| 1&8 Put 1 drop of urine on tablet. | 

| 2 Take reading at 30 seconds. Com- | 
Approved by the Medical | pare tablet to colour chart provided. 
Advisory Committee of the 3 Record results as negative, trace | 
Diabetic Association. j moderate or strongly positive. | 
Available under the N.H.S. | Available under the N.H.S. on Form 
on Form E.C.10. | E.C.10. Basic Drug Tariff price 3/10 | 
(Basic Drug Tariff Prices: of 100 tablets (with colour 
6/8d. complete. Refill bottles o Pale). ’ 
36 Tablets 2/4d.) | REFERENCES: Lancet, April 17th 1954, =~ | 
pp. 801/804 and July 10th 1954, p. 95 Med. Jil., May 
«CLINITEST | p. 289 Med. World, 1954, pp. 373/376 | 

Sy} An invaluable time-saver in wards and THE AMES COMPANY (LONDON) LTD. 

clinics. Write for details and hospital Nuffield House, Piccadilly, London, W.1. Tel: REGent 5321! 
4 prices. Sole distributors for United Kingdom and Eire 

asa DON S. MOMAND LTD. Nuffield House, London, W.! 
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| _ which qualify HYPON TABLETS as the leading Analgesic and Antipyretic 
| 
| 
i 1 Analgesic and Antipyretic : Indicated gration ensuring quick relief from | 
| for the relief of pain associated with pain and maximum therapeutic value. | 
Rheumatism, Spastic Dysmenorrhea, 
| Neuralgia, ~ tar wie and all condi- 4 Prolonged Action : The balanced | 
\ tions which call for a_ balanced formula provides a high degree of | 
| Analgesic and Antipyretic. synergistic action ensuring full thera- | 
“ peutic effect over a prolonged period. 
2 Rapidly effective : Quickly absorbed 
and easily assimila'ed. Rapid disinte- 
| 
s=two more... ! 
y 4 Non-depressive: Distressing side effects nor- I 
| mally associated with administration of | 
l aspirin, phena :etin and codeine are counter- | 
! acted by a therapeutic dose of caffeine. | 
i § Non-constipating: A minimal dose of | 
r phenolphthalein is introduced to prevent | 
constipation. 
| 
FORMULA: Acid Acetylsalicyl. B.P.—40.22°;; 
| Phenacet. B.P.—48.00° Caffein. B.P.—2.00°,,; Codeine 
Phosph. B.P.—0.99%,,; Phenolphthal. B.P.— | 
Excip.—7.75°, (each tablet 8 grains) 
| 
CREWE: LONDON: 
| AUSTRALIA : 458-468 Wattle Street, Ultimo, Sydney, N.S.W CANADA : Terminal! Building, York St., Toronto ! 
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Metabolic Insufhciency 


is a syndrome characterised by 


the co-existence of ‘several 


signs and symptoms suggesting 


a state of metabolic dysfunction 


| 


In many patients suffering trom Metabolic Insuf- 
ficiency * Cynomel’ produces a positive improve- 
ment within a matter of days. 
‘Cynomel’ should be administered discriminately. 
Betore prescribing ‘Cynomel’ the physician should 
be fully conversant with the available literature. 
In sug. and 2Gug. (scored) tablets, both in 


containers of too and tooo. 


Cynomel L-triiodothyronine 


the new treatment for Metabolic Insufficiency 


an SKF preparation @) *Cynomel’ is a trade mark 


Smith Kline & French 


represented by Menley & James, Limited 


CMP 126 
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NOT the same old story... 


SUAVITIL is not a variation on an old theme 
nor is it one of the so-called “tranquillisers”. It is a substance that has 
a unique and genuine selective action on the central nervous system, 
Thus with Suavitil the tense, over-anxious patient is not made oblivious 
to his worries- he is helped to deal with them constructively. Moreover, 


it acts safely and has no addictive properties. 

Another novel aspect many doctors have found about Suavitil is its 
low price, which is far less than that of many other new drugs recom- 
mended for the same purpose. 

Yes, the treatment of anxiety neuroses, psychosomatic disorders and 


alcoholism is indeed a new and very different story with Suavitil. 


“It can help to resolve a neurosis by a . > 
Extract from Glaxo’ s publication 


selective action which involves no sedative or Fs 
‘Preliminary Report on 


hypnotic effect of the barbiturate type, nor any general rere . 
Suavitil” a copy of which will 


suppressive effect such as that produced by some of the 
be sent on request 


more recently introduced compounds”. 


I mg. sugar-coated tablets benactyzine hydrochloride 


GLAXO LABORATORIES LTD.. GREENFORD, MIDDLESEX, ENGLAND 


Subsidiary companies or Agents in most countries 


4 


BRITISH MEDICAL JOURNAL 


The use of stabilized Trypsin 


A NEW TREATMENT 

FOR ULCERS 
ABRASIONS 
BURNS 
PYODERMIAS 


} ANY MEDICAL PRACTITIONER knows how stubborn- 
Y ly resistant to any therapy a long-standing varicose 
yj ulcer can be. The reason is partly the diminished 
y blood supply, but more perhaps the formation of a 
Yh pus-containing layer and of crusts which cover the 
Y ulcer and impede the healing process. Similar diffi- 
culties are often encountered in the treatment of 


] wounds and abrasions. 
| PROTEOLYTIC ACTION 


It has long been known that the proteolytic enzyme 
Y trypsin could digest crusts by the process of physio- 
Y} logical curettage. The difficulty has been to incor- 
y perate the trypsin in a stable preparation. In 
y Biotrase, trypsin remains active physiologically for 


Y over one year. It rapidly dissolves crusts and scabs 
y and leaves a clean, granulating surface. A certificate 
Y, of stability has been issued by a Department of 
y Bio-chemistry. 

y Biotrase has been designed by Lloyd-Hamol of 
Y London and Zurich for the treatment of infected skin 
y lesions. Apart from trypsin, it contains two new 


antiseptic agents of proved bacteriolytic pro- 
perties, Ca-N-Hydroxymethylglutaminate and 2,2* 
thiobis-(4,6-dichlorophenol), designated bithionol, 
both of which are effective against a wide range of 
gram-positive and gram-negative pathogenic organ- 
isms and do not cause skin sensitivity. Biotrase also 
contains carbamide, included for its buffering 
properties. 


INDICATIONS FOR USE 
Biotrase may be used wherever there is an infected— 
or potentially infected—breach of surface of the skin. 
Common conditions for its use include the following: 
Varicose, diabetic and post-thrombotic ulcers; 
wounds, and second and third degree burns; infected 
and necrotic skin conditions, including pyodermias; 
boils and carbuncles (following incision). 


COMPOSITION OF BIOTRASE 


Trypsin pur. 0.16% 
Ca-N-Hydroxymethylglutaminate 5.00% 
2,2* thiobis-(4,6-dichlorophenol) 0.50% 
‘ Carbamide B.P. 5.00% 


In polyethylene glycol 


Biotrase is available in 35g. tubes at a basic N.HLS. 
price of 3/9d. plus Purchase Tax. Samples and literature 
are available to medical practitioners on request. 


‘Biotrase’ is a registered trade mark of 
LLOYD-HAMOL LIMITED Z 
11 Waterloo Place, London, S.W.1. 7 


| 
| 
\  N 
\ \ 
Biotrase 


BRITISH MEDICAL JOURNAL Dec. 


ADRENOXYL 


Reduces the mean bleeding-time 


Adrenoxyl reduces the mean bleeding-time by decreasing the permeability and 
increasing the contractility and resistance of the capillary wall. . 


A dry field at operation 
Adrenoxy! has been successful in diminishing capillary bleeding in a wide range 
of surgical operations. It has proved particularly useful in car, nose and throat, 
ophthalmic and plastic surgery. In plastic surgery of the face it has been reported 
that, post-operatively, there is less swelling and bruising when Adrenoxyl has 
been used. 


No side effects 


Adrenoxyl does not have any side effects or contraindications. It does not 
affect blood coagulation, blood pressure or pulse rate and does not possess any 
sympathomimetic properties. 


In medical conditions 
Adrenoxy! has been used with success in those medical conditions associated 
with capillary fragility. 


In the British Medical Journal (April 21st, 1956) a correspondent confirmed the 
value of Adrenoxyl in providing a dry field for the surgeon and in shortening the 
duration of the operation. 


Packs 


Ampoules: Boxes of 6 and boxes of 50. 
Each ampoule contains 0.75 mg. of adrenochrome 
monosemicarbazone dihydrate. 


Tablets: Tubes of 25 and bottles of 500. 
Each tablet contains 2.5 mg. of adrenochrome 
monosemicarbazone dihydrate. 


The best results are obtained when both tablets and ampoules are used. 


HORLICKS LIMITED 


Pharmaceutical Division Slough Bucks 
Literature and samples are available on request to the Medical Information Dept. 
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The role of cellular metabolic stimulus 
in medical practice 


L-Triiodothyronine (issued by Glaxo as ‘Tertroxin’) is recognised as probably the ultimately 


effective hormone of the thyroid acting directly on the metabolic cell processes. 


In the treatment of obesity, the stimulus to the 
cellular metabolism from Tertroxin is of great value, 
OBESITY | along with dietary measures. Tertroxin exerts its 
effect on cellular oxidation rapidly; it is non- 


cumulative and therefore controllable and safer. 


Tertroxin is of notable value in the 


treatment of dysmenorrhoea. It may be given for 


DYSMENORRHOEA 
three or four days before menstruation 
begins and continued for two days afterwards. 
Many elderly patients manifest waning metabolism 
by a variety of symptoms. The functional 
GERIATRICS 


improvement and increase in mental and physical 


vigour after giving Tertroxin make it a valuable 


product in the treatment of the elderly. 


TERTROXIN....... 


(L-Triiodothyronine Sodium Glaxo) 


Tertroxin (L-Triiodothvronine) in the recommended dosage is TERTROXIN TABLETS 


well tolerated. It is non-cumulative and adjustment of dosage to 20 micrograms (scored) 
suit the patient’s response therefore takes effect quickly, with Bottles of 50 and 500 
prompt reversion if for any reason dosage is reduced or withdrawn. 5 micrograms: Bottle of 50 


GLAXO LABORATORIES LTD., GREENFORD, mipouesex BYRon 3434 
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A Practical Handbook for all Physicians 


THE BENCARD MANUAL OF ALLERGY 


Bencard 


The unique service provided by C. L. 
Ltd. to physicians, hospitals and clinics practis- 
ing skin testing and specific desensitisation in 
allergy is now fully described in The Bencard 
Manual of Allergy. 

his is an attractive, compact and informative 
work of 90 
invaluable 


bound, and is an 
book 


pages, fully 


practical reference for all 


c. L. BENCARD LTD - PARK 


Telephone ELGar 6681 


practitioners using modern methods of treating 
allergic patients. 

A copy of the Bencard Manual of Allergy 
will be sent free of charge to any registered 
medical practitioner. 

SEASONAL ALLERGIES ————————_ 
Diagnosis of patients needing desensitisation against pollen 


allergy is best made in December. Skin testing techniques 
are fully explained in this Manual 


ROYAL LONDON N.W.10 


Telegrams : Bencarlond, Harles, London 
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TUBERCULOSIS* 


FREDERICK HEAF, M.D., F.R.C.P. 
David Davies Professor of Tuberculosis, Welsh National School of Medicine 


It is becoming increasingly apparent that the eradication 
of tuberculosis depends as much on efficient preventive 
measures as on the cure of those suffering from the 
disease. Methods of prevention are changing and will 
have to change in the future. With increasing success, 
they will have to be more strictly enforced if a progres- 
sive decline in the morbidity of the disease is to be main- 
tained. As the incidence of infected persons declines 
the search for infectious individuals must be intensified. 
Complacency and relaxation in the search for active 
cases and the care of those with a primary infection may 
result in local epidemics of acute disease in children and 
young adults, with a possible rise in the morbidity figures 
for the whole country. There are some who believe that 
the present decline in mortality is part of a curve with a 
period of approximately a hundred years. Although the 
figures have not much statistical value, some evidence 
for this may be obtained from the tuberculosis mortality 
curve for the last three hundred years. Little can be 
said for or against such a hypothesis, but we do know 
that mortatity figures have declined in almost every 
country in the world and that morbidity figures are 
beginning to follow in the same way, but at a slower 
rate. 

Prevention is not so much concerned with mortality 
as with incidence, although death removes infectious 
cases and is in itself a preventive measure. A rapid 
decline in the number of deaths with a much slower fall 
in the number of new cases means that there are an 
increasing number of persons with either active or 
arrested disease in the country. Whilst this is happen- 
ing, it means a larger amount of work in the chest clinics 
in following up the notified cases. 

From recent surveys we can conclude that there are 
fewer infectious persons about and that the actual 
number of tubercle bacilli being disseminated is less 
in this country than it was a year or more ago. Similar 
trends may be observed in most European countries, 
but there are certain places in the world, such as 
Hong Kong, Bengal, and parts of Nigeria, where the 
situation is not so favourable. Progress against tuber- 
culosis has been very erratic throughout the world and 
many countries are in a worse plight than we were fifty 
years ago, with 90%, infected in the 10-15 age group. 
On the other hand, in Holland, Scandinavia, and parts of 
America the infectivity figures are only 2% in the 10-15 
age group. This uneven distribution of tuberculous 


*Read in the Section of Diseases of the Chest at the Annual 
Meeting of the British Medical Association, Brighton, 1956. 
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infection must be borne in mind when considering 
preventive measures, for as the world grows smaller each 
year by increasing facilities for rapid transport oppor- 
tunities for the spread of disease become greater. 

It is against this global background that we must 
examine the problem of prevention of tuberculosis 
to-day. 


Factors that have Brought About the Present Position 


Many factors have operated to produce the satis- 
factory state that has developed as regards tuberculosis 
in this country. Although antibiotics have recently 
accelerated the fall in mortality and morbidity rates by 
reducing the risk of exposure to infection, the founda- 
tion of the work that has produced these results lies in 
the slow but steady improvement in the standard of 
living of the community, aided by the establishment of 
an efficient public health service. These will reduce 
mortality and morbidity to a certain level. Further 
reduction requires special effort, which has to be increas- 
ingly efficient as the disease becomes rarer. The funda- 
mentals of prevention against tuberculosis are to reduce 
the risk of exposure to infection and to increase the 
resistance of the individual against the development of 
active disease if infection takes place. The former is 
ensured by the discovery and control of infectious cases 
and efficient treatment of those with active disease, and 
the latter by a high standard of living. 

The well-known antituberculosis measures that have 
been adopted in many countries will lead to circum- 
stances in which the infectious tuberculous person in the 
community will be a rarity, but where he does exist he 
will be a serious menace and can start a local epidemic 
of acute tuberculosis. I emphasize the word “ acute ™ 
because with the absence of continuous exposure to 
natural infection the inherent resistance of the human 
herd is likely to decline. This might mean that the 
incidence rate of active disease will follow very closely 
the infection rate. 

if my assumptions are correct, I think it will be agreed 
that we are coming to a time when our approach to the 
problem of preventing tuberculosis will have to be 
modified to meet the new situation of a small number of 
chronic infectious cases in the population, a large num- 
ber of non-infected persons, and the possible decline 
in the inherent resistance of the herd. To these con- 
ditions must be added the danger of easy communica- 
tion with countries where infectious tuberculous persons 
are numerous. 
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The principles of prevention can be presented very 
simply In any community we have four groups of 
people: (1) the known active cases, (2) the unknown 
active cases, (3) persons who have been infected and 
have healed lesions, and (4) those who have never been 
infected 

To prevent tuberculosis it is necessary to treat group | 
subjects and render them non-infectious and, if possible, 
arrest the disease ; to discover those in group 2 and treat 
them as group |. To maintain the resistance of those in 
group 3 so that they do not relapse ; to protect those in 
group 4 from virulent infection, and, if they are likely 
to be exposed to infection, to give them B.C.G., and 
at the same time maintain thei general resistance to 
infection. 


Methods that have Sufficed up to the Present 


In the United Kingdom we have emerged from a period 
when tuberculosis was a common disease. It is, however, 
necessary to remember that when exposure risk is high 
preventive methods can produce much improvement with 
comparatively little effort, but as the incidence of infection 
declines it becomes increasingly difficult to find the foci of 
infection from which new cases can arise. A safe milk 
supply free from live tubercle bacilli has reduced the 
incidence of bovine infection to an insignificant proportion. 
Contact examination has revealed many active or potentially 
active cases. The miniature mass radiography service has 
operated in many parts of the country, and up to the present 
has justified itself. Whether it can do so in the future, when 
the number of cases discovered in those willing to be 
examined becomes smaller and smaller, is open to argument. 

In addition to these methods there is the obvious one of 
examination of the sputum of patients with symptoms of 
chronic respiratory disease 

Although these methods have achieved a fair measure of 
success, it would be most unwise to think that they will 
suffice for the future. It must be noted that there are still 
an average of 700 new cases of tuberculosis being notified 
each week. Each one of these cases, unless treated and con- 
trolled, can be a serious danger to healthy persons and par- 
ticularly to tuberculin-negative individuals. There is there- 
fore no room for complacency, and no one should think that 
the battle against tuberculosis is won. As mortality and 
morbidity decline, so new methods will have to be intro- 
duced, otherwise we shall reach a state of stagnation with a 
hard core of infection and chronic disease which can be a 
great danger to future generations. 


Future Approach to the Problem of Prevention 


The adoption of new methods does not necessarily mean 
discarding all previous ones. The fundamental principles 
remain. Whatever modifications we introduce it will always 
be necessary, so long as the possibility of infection remains, 
to establish and maintain a good standard of living with an 
adequate and balanced diet as a prime necessity to prevent 
the development of active disease. In countries where infec- 
tion rates and incidence of disease are high the old methods 
of contact examination and mass miniature radiography will 
still suffice, but where the rate of discovery by mass examina- 
tion is less than 2 per 1,000 adults in the general population 
examined, or the tuberculin-positive rate at the age of 14 
years is less than 15°,, then other methods must be intro- 
duced These are: (1) the world-wide use of B.C.G. 
vaccine in children over 12 ; (2) periodic tuberculin-testing 
of all children under 12 years ; (3) the revision of the use of 
miniature radiography ; (4) the extended use of antibacterial 
drugs in the treatment of primary infection; (5) special 
attention to the older age groups in the population ; 
(6) provision for vaccination of migrants to countries where 
infection is prevalent; (7) establishing a register of active 
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cases; (8) greater co-operation from the public; and (9) 
giving the general practitioner readier access to facilities for 
chest radiography 

I must stress that to carry out this programme will mean 
much extra work for the staffs of chest clinics. The success 
against tuberculosis in Scandinavian countries has been 
largely due to the liberal staffing and. generous equip- 
ment of the ches clinics. Our efforts to prevent tuberculosis 
will be handicapped in the future if the staffing and 
accommodation of chest clinics, particularly in rural areas, 
are not adequate for the increasing work they have to do. 


Universal Use of B.C.G. Vaccine 


It will be agreed that B.C.G. is a preventive measure, but 
it has three disadvantages : the immunity conferred is partial 
and temporary ; if B.C.G. is given to infants it rules out the 
use of tuberculin as a diagnostic and case-finding agent ; and 
it can produce, through overconfidence, relaxation of essen- 
tial preventive measures. In places where the risk of expo- 
sure to infection is high these disadvantages are outweighed 
by the advantages, but where the risk is low and infection is 
infrequent the disadvantages assume more importance, and 
then most authorities are inclined not to advocate mass 
vaccination of infants and children. In every part of the 
world the risk of infection increases during adolescence, so 
that vaccination at some period during schooling should be 
universal. Contacts of all ages who are tuberculin-negative 
should be vaccinated. 

If we refrain from vaccinating infants and young children, 
the tuberculin test can still be used for diagnostic purposes 
and as a method of case-finding. As exposure to infection 
becomes more rare, the importance of primary infection, 
when it does occur, becomes greater. It is therefore essential, 
in the absence of mass B.C.G. vaccination of infants and 
young children, to carry out periodic tuberculin-testing so 
that any recent primary infection can be controlled and 
progressive disease prevented. If serial tuberculin-testing ts 
not done then there can be only administrative reasons for 
objecting to extensive B.C.G. vaccination of children. 


Serial Tuberculin-testing 


Assuming, therefore, that in Great Britain B.C.G. vaccina- 
tion is reserved for contacts, schoolchildren over 12, 
adolescents, and older age groups, we are left with infants 
and young children for serial tuberculin-testing. It is at 
present accepted that where an infectious case is known to 
exist all contact children must be tuberculin-tested. Serial 
tuberculin-testing is only an extension of that scheme to 
establish the testing of all children at the ages of 2, 5, 9, and 
12 years as a routine. Any positive reactor would be con- 
sidered as an index case, and search for the infectious contact 
would be made. Gedde-Dahl (1952) in Norway and 
McDougall et al. (1953) in this country have used the method 
successfully. It would mean allocating staff for this work. 
There is no reason why health visitors and nurses should not 
do the testing. At present the reading of the test is the respon- 
sibility of the doctor, but consideration should be given to the 
training of nurses and health visitors to do this work and 
give B.C.G. if necessary, as is done in Scandinavia. It must 
be appreciated that serial tuberculin-testing of children 
would involve a great deal of labour and organization, and 
cannot be done under present staffing conditions. 

Furthermore, serial tuberculin-testing will lose much of its 
value as a preventive measure if a greater effort is not made 
to x-ray periodically all those whose work brings them in 
contact with children. Every chest physician knows that this 
is a matter of vital importance, and we should look forward 
to the day when every person working with children will 
have to have a chest x-ray examination. 


Growing Importance of the Tuberculin Reaction 


Some years ago, Sir Pendrill Varrier-Jones said to me that 
before we can, eradicate tuberculosis we must discover the 
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lesion before it causes signs or symptoms. Myers (1954) has 
said that it is completely illogical not to treat an infectious 
disease at the earliest possible moment. 

With serial tuberculin-testing we can, in children, discover 
the primary lesion in its earliest stages. After school age the 
issue is complicated and a positive tuberculin reaction does 
not necessarily indicate active disease but only that infection 
has occurred. In these age groups we have to rely on the 
cruder investigation by radiography, but in young children 
it is highly probable that we can clamp down on the disease 
in its very earliest stages and render it harmless by suitable 
antibacterial drugs. 

In preventive work, it is important to appreciate the 
significance of the primary infection. A recent primary 
infection means that there is an active infectious case in the 
neighbourhood which must be discovered. The primary 
lesion can be cured and with proper care need not become 
active again and cause further spread of infection, but if it 
is mismanaged it can develop into a serious clinical and 
public health problem. It is therefore necessary to have the 
greatest respect for the primary infection, and in children 
the tuberculin reaction is the key to the problem. 


The Tuberculin-positive Child 


The naturally uberculin-positive child must be taken much 
more seriously than in the past, particularly if the tuberculin 
reaction is severe or the conversion is known to be of recent 
origin. A_ persisting positive tuberculin reaction indicates 
that there are live tubercle bacilli in the tissues, but not 
necessarily an active lesion. These bacilli are causing, or can 
cause, an active lesion. All primary infections cause for a 
period an active lesion, the fate of which is decided by the 
inherent resistance of the individual, the magnitude of the 
dose, and the power of the organism to multiply. These are 
unknown and at present immeasurable quantities, and 
although we know that in most cases the lesion will heal, we 
cannot be sure that it will do so. Furthermore, there is 
always the fear that the herd resistance of the community to 
tuberculosis will decline in a country with a low infection 
rate. If so, then the possibility of a progressive primary 
lesion following infection will be more real in the future 
than in the past. 

In a recent survey of 3,955 children by Enell (1955) in 
Stockholm, 65.3 of non-vaccinated children developed 
symptoms of clinical tuberculous lesions following the 
primary infection. In the vaccinated only 1.22% acquired 
symptoms. One explanation of this high incidence of active 
disease is that the herd resistance is declining. If this occurs 
then non-vaccinated children and young adults are in great 
danger of developing progressive disease when in contact 
with an infectious person. 

For these reasons all my own unvaccinated patients under 
the age of 10 years with a positive tuberculin reaction and 
no radiological evidence of a lesion are given twelve weeks’ 
treatment with P.A.S. and isoniazid to ensure, if possible, 
the healing of the primary complex. Children of all ages 
with a positive tuberculin reaction are, so far as is possible, 
r-rayed, and if a lesion is seen in the film which has the 
characteristics of active primary tuberculosis streptomycin 
with P.A.S. or isoniazid is given, the length of treatment 
depending on the severity of the lesion, the minimum period 
being six months. 

I believe that the management of the naturally tuberculin- 
positive children in this manner will cause little or no dis- 
comfort, and in most instances will not disturb the normal 
routine of the child's life. 


Extended Use of Miniature Radiography 


Mass miniature radiography is satisfactory for case-finding 
and prevention when there are plenty of cases in the popula- 
tion surveyed. Where the morbidity of the disease is low, 
and still more so where the number of infected persons is 
low, it becomes wasteful, expensive, and clumsy as a method 
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of prevention. Most authorities agree that the mass exami- 
nation of schoolchildren is unprofitable, and as the number 
of negative tuberculin reactors becomes greater in the higher 
age groups the same reason will make mass examination ot 
adolescents unprofitable. On the other hand, the examina- 
tion of selected groups, especially of elderly males, becomes 
more and more important. Unfortunately, these are the age 
groups in which the least co-operation is found. 

The response in mass radiography surveys of cities has 
not, on the whole, been too encouraging. The gratifying 
achievement of the Rhondda Survey with 89% of the popula- 
tion examined was greatly due to the enthusiasm of Cochrane 
et al. (1952), who encouraged intensive home visiting, but 
even here there was a falling off in the higher age 
groups. 

Another successful localized survey, again mainly due to 
intensive home visiting, was that of the Cambridge village 
of 1,430 inhabitants done by Smith (1956) with 91.6% 
response. 

Other surveys show lack of co-operation of the public to 
a greater degree : 30°, of all adults in the Salford Survey, 
60% in a part of Edinburgh, and 60% in Blyth (Med. Offr, 
1956). 

In most of these surveys there is a lack of co-operation in 
the higher age groups. Where some compensation is possible 
on discovery of the disease, the response is better. This 
comes out clearly in the Rhondda Survey, where the miners 
were much more co-operative than the non-mining popula- 
tion, and in the Pittsburg Survey, where the insured class 
responded better than the non-insured class. 

In Australia compulsory methods have yielded good 
results, but these methods require powers that do not exist 
in this country 

Unfortunately, it is the persons who are reluctant to be 
examined who are the ones most likely to be suffering from 
active tuberculosis, and therefore it is essential to capture 
them. 

Personally, I would say that fear is the greatest deterrent. 
Fear of the consequences, which may be social, medical, or 
economic. An unusual reason for non-co-operation in an 
x-ray survey of vagrants in a large common lodging-house 
was given to me by the warden. He said the elderly men of 
no fixed abode are quite unimpressed by being told that the 
x-ray examination will tell if they are healthy or not. They 
look upon the doctor as being in league with the police and 
the x-ray film as a kind of finger-print by which they may 
be identified in the future. Other persons, when they are 
asked to be examined, half suspect that the doctors think 
there is something wrong with them already. Others just 
cannot be bothered, and this applies to adolescents and 
young adults. 

The second deterrent is apathy, which is more diificult to 
overcome than fear. A third reason for not being x-rayed 
is reluctance to be thought peculiar if others are not being 
done. The crowd can be so easily led by a dominating 
personality. 

How are we to overcome these deterrents? Firstly, I 
think we must make the public regard chest radiography in 
the same light as they regard examination by the stethoscope. 
It must be the normal procedure in a medical examination 
If any person with chest symptoms seeks medical advice and 
a chest x-ray film is not taken, then that person should 
instinctively feel that the examination has been incomplete. 
Much could be done by training senior schoolchildren to 
expect a chest x-ray examination when undergoing a medical 
examination, or visiting a doctor for a chest complaint. 

Secondly, when a pre-employment health certificate is 
required it should state that the chest has been x-rayed. 
This should be considered essential for all those whose 
employment brings them into contact with children. 

Thirdly, although there is a danger in placing too much 
reliance on radiography at the expense of ordinary clinical 
history-taking and physica! examination, both medical 
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students and qualified practitioners should be told much 
more frequently that a chest x-ray film should be obtained 
it some time in all cases attending out-patient clinics, 
especially in those with any chest symptoms, however slight. 
These measures would do much to bring the younger folk 
to the «a-ray plant. 


Special Consideration of Elderly Persons 


There is little doubt that the hard core of tuberculous 
infection in a country in which the mortality and morbidity 
rates have been substantially reduced will lie in the older age 
groups, and particularly in the males. Radiography and 
sputum-testing must be relied upon to reveal these cases. 
Some may be discovered by contact examination or the 
sudden appearance of tuberculin allergy in children who 
have been subjected to serial testing. We have seen that there 
are difficulties in persuading these elderly folk to be exam 
ined. I do not think the influence of the general practitioner 
has been brought to bear on this problem as much as it 
might be. I also think that if general practitioners and medi 
cal officers of homes for elderly persons and institutions for 
infirm would insist on a recent chest x-ray film more 
frequently, a considerable amount of unknown tuberculosis 
would be discovered. , 

It is not likely that propaganda will be of much value in 
persuading elderly persons to have a chest x-ray examination. 
It is therefore necessary for all doctors who come into 
contact with them professionally to take every opportunity 
to advise an x-ray and a sputum examination to make sure 
that no pathological chest condition is being overlooked. 


The Static Unit 


In order to carry out the proposals I have made it is 
essential to provide the necessary facilities. At present they 
do not exist The present mobile mass miniature radio- 
graphy units do not fulfil the need. They have served their 
purpose, but now must be augmented largely by static units 
based on hospitals and chest clinics. Some highly mobile 
units will still be required in each region for special surveys 
in schools and factories where there is reason to believe there 
are active cases. Mobile units will also be needed in areas 
where public transport is difficult or not available. 

The static units that have been established are proving 
their worth. The one at Finsbury under Dr. Brett has 
discovered tuberculosis at the rate of 7.7 per 1,000 examined 
(Brett et al., 1956). Of the male cases 62 and of the 
female cases 37%, were infectious. Some other static units 
have done even better than this. It is significant that the 
highest yield came from doctors’ patients and volunteers. 
The efficiency of the static units that have been established 
for discovering tuberculosis is much higher than that of 
mobile units and they are much less costly to maintain. 

{ would therefore advocate static miniature radiography 
units in all large towns, but it is essential that the service 
thus provided shall be completely free to all. Rural areas 
where transport facilities to the static unit are poor will have 
to be served by highly mobile units which will visit the area 
frequently and regularly. A service of this kind has been 
started by Dr. Jarman in the rural areas of Wales. At these 
visits it is hoped that all contacts, non-vaccinated positive 
reactors, symptom cases from general practitioners, special 
groups, and those who wish to have an x-ray examination of 
the chest will come to the unit. I would also advocate 
establishing a miniature x-ray unit in all large general 
hospitals so that every patient entering the hospital, as either 
in out- or in-patient would automatically have a chest 
r-ray examination 

It is important that all static units are associated with the 
chest clinic and that arrangements are made for the dual 
reading of the films by competent persons. This means a 
closer relationship between the chest clinics and the mass 
radiography services than at present. It also means that the 
present free service of the mass radiography units must be 
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extended to the static units. Paediatric departments in 
hospitals also have a responsibility in this respect, and close 
liaison between them and the medical staff of the chest 
clinics should be encouraged. 

All persons working with children and all individuals 
attending general practitioners for any chest complaint, 
particularly elderly persons, immigrants, and casuals, should 
be sent to the static unit without charge, and abnormal con- 
ditions referred to the chest clinic for further investigation. 

One hopes that in the future a miniature chest x-ray film 
will be taken in all cases that have not had one within the 
last two years when attending a general hospital for any 
purpose. ‘Children who are known contacts of tuberculous 
persons should be x-rayed at least every twelve months for 
five years after the contact is broken. The static unit would 
make this possible without great expense. 

I believe that these measures would discover pockets of 
infection that are at present unknown. 


Role of Isoniazid in Prevention 


In the past two years many observers have stated that 
isoniazid-resistant organisms have a low pathogenicity to 
guinea-pigs. The reports are not so definite with regard to mice 
and men. Walsh McDermott (1955) is of the opinion that 
isoniazid, used alone, gives results equal to those of strepto- 
mycin and P.A.S. Ferebee and Palmer (1956) have shown 
that the drug actually protects guinea-pigs from developing 
tuberculosis. There is already a considerable amount of 
literature on the subject from which it has been concluded 
that isoniazid can be used as a cure and as a preventive. 
There is no doubt that isoniazid has remarkable anti- 
tuberculosis properties and is definitely bactericidal to the 
tubercle bacillus, but I do not think there is sufficient 
information to believe that tuberculosis in any community 
will disappear by prescribing prolonged treatment of all 
active cases with isoniazid. Nor is the evidence at present 
strong enough to maintain that the protective power of 
isoniazid is so great that it will prevent tuberculosis develop- 
ing in children. Controlled trials with careful follow-up of 
patients must be organized ; but until these have been com- 
pleted it is wise to continue treatment with a combina- 
tion of antibiotics and at the same time persist with B.C.G. 
and public health measures to prevent the development of 
the disease. 


Problem of Immigrants and Emigrants 


Our preventive measures will be only partially effective if 
we confine them to searching for infectious cases in our 
midst and take no steps to prevent infectious cases coming 
into the country, or protecting susceptible individuals 
emigrating to countries where the infection rate is high. Let 
it be said quite definitely that everybody proceeding from 
Great Britain to such countries should be advised to make 
sure, for their own safety, that they are tuberculin-positive 
kefore they depart. This means tuberculin-testing and giving 
3.C.G, to negative reactors. 

With regard to immigrants, the problem is not so simple. 
Four groups of individuals have to be considered on entry 
to the country : (1) the person who has active tuberculosis, 
(2) the person who has an arrested lesion which may have 
had treatment in the past, (3) the healthy individual who may 
develop tuberculosis after arrival, and (4) the seaman who is 
found to be tuberculous whilst in port and for this reason 
cannot return with his ship. 

It is not the function of this paper to go into details of 
administration to deal with these four groups, and, although 
there is no power for it to be required, it would be an 
advantage if all aliens could have a chest x-ray examination 
periodically, prior to reporting to the police. All immigrants 
with a British passport might be informed where they can 
obtain a chest x-ray examination and how this can be 
arranged. I do not think that much tuberculosis is imported 
by immigrants, but the proportion developing tuberculosis 
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after arrival is likely io be higher than the normal morbidity 
rate. This is because the circumstances under which some 
of the immigrants live are favourable to the development of 
tuberculosis. General practitioners should be warned of this 
and requested to keep a special look-out for the disease in 
this group of the population. 

An investigation on the Irish immigrant has been carried 
out by Hess and McDonald (1954), who think the problem 
is serious enough to demand B.C.G. vaccination of Irish 
immigrants before leaving Ireland, with provision of a 
follow-up scheme in Britain. 


Establishing a Tuberculosis Register of Infectious 
Cases 

It would be valuable to know the number and location of 
all infectious cases in the country. This sounds an easy 
proposition, but it gives rise to a number of problems, the 
chief of which are: (1) establishing a uniform degree of 
search for the tubercle bacillus in determining infectivity ; 
(2) the period of time that must elapse in a case of active 
tuberculosis since the last positive finding, in order to 
establish non-infectivity ; (3) the influence of chemotherapy 
and particularly isoniazid on infectivity; and (4) the diffi- 
culty of defining activity. 

At present the notification register is a great asset to 
preventive work, and, although it gives little or no informa- 
tion on the number of infectious cases, it is an indication of 
the potential danger of tuberculosis to the community and 
permits preventive measures to operate. Scotland has 
established an intimation register based on Form 7B, from 
which it is possible to establish a live register of infectious 
persons. 

As the tuberculosis problem becomes smaller, a similar 
return could, with advantage, be adopted in England and 
Wales. It would be necessary then to keep registers of all 
persons suffering from tuberculosis and of those that are 
discharging tubercle bacilli. 


Greater Co-operation from the Public 

The co-operation of the public in preventive measures is 
essential for success. Great progress has been made since 
the war, mainly due to the excellent work of the old guard of 
tuberculosis officers and the present chest physicians, the 
health visitors, and the educational activities of the N.A.P.T., 
but Hartston and Gore (1953) have shown how great is the 
ignorance of the average person on tuberculosis, especially 
on its infectivity. 

Nearly fifty years ago Sir Robert Philip (1937) said: 
“Individuals and communities must be shown that the 
disease is maintained through ignorance and folly, and that 
its removal lies completely in their hands. Explicitly and 
without panic, the people must be taught from day to day 
that tuberculosis comes of their disregard of physiological 
law for themselves and for their cattle. Thereby a higher 
standard of national and personal cleanliness will be evolved, 
in the presence of which the tubercle bacillus will be 
gradually discounted.” 

This is still true to-day, and, although the lesson has been 
learnt by the majority in our Own country, there are many 
overseas territories where it still has to be appreciated. 
There are, however, points in our health education that need 
stressing and others which need decrying. 

Among those that need stressing I would place: (1) The 
importance of diagnosing and treating the primary lesion in 
all age groups, and particularly in children. (2) That B.C.G. 
vaccination, although a valuable preventive measure, does 
not offer complete protection against tuberculous infection. 
(3) That tuberculosis cannot be eradicated by the use of 
antibiotics alone. (4) That healthy living under good con- 
ditions and adequate diet and rest are the best safeguards 
against tuberculosis. (5) The seriousness of spray infection 
by uncontrolled coughs and sneezes. (6) The patient must 
not think the disease is trivial just because he can be treated 
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at home, and the advice of the chest physician must still be 
followed in every detail. (7) That the tuberculin-negative 
person is in danger when in contact with an active case of 
tuberculosis. 

It is not necessary or wise to give the impression that : 
(1) tuberculosis is now no longer a disease of national 
importance, (2) all persons are equally susceptible to tuber- 
culous infection, (3) it is always dangerous to live or work 
with a tuberculous person, (4) tuberculous persons are sub- 
standard workers, and (5) rest of mind and body are no 
longer necessary when antibiotics are prescribed. 

Public co-operation can be obtained through education or 
regimentation. The former is better than the latter, but both 
may at times be necessary. I think that much greater effort 
should be made to make children and adolescents more 
health conscious, which means teaching them to avoid the 
predisposing causes of ill-health. More could be done in 
the schools, using films, illustrated stories, and puppet plays, 
to bring the means of obtaining good health to the senior 
boys and girls. Dr. R. A. Hoey, medical officer of health of 
Aberbargoed, has done pioneer work in this direction, with 
good results. It is important, however, to do all this work 
with the co-operation of the general practitioners and the 
health visitors. 


Role of the General Practitioner in Prevention of 
Tuberculosis 

Thousands of patients come to general practitioners daily 
for medical advice ; for, however much the National Health 
Service has changed the work of the general practitioner, it 
has not eliminated him from being the first line of the 
profession in closest contact with the suffering members of 
the population. Here, therefore, lies the great opportunity 
for early diagnosis, initial advice, and prevention of the 
spread of any infection. 

But the general practitioner must himself be well informed. 
Refresher courses are being arranged in tuberculosis and 
diseases of the chest by the Tuberculosis Educational 
Institute, and some medical schools have included lectures 
and demonstrations on tuberculosis in their postgraduate 
studies. 

I feel sure that the majority of general practitioners wish 
to have information on the radiological diagnosis of tuber- 
culosis and chest diseases, and I think they should be 
encouraged to carry out tuberculin tests, but, most important 
of all, they should be pressed to use their influence to 
persuade their patients with symptoms of respiratory disease 
to have a chest x-ray examination. 


Conclusion 


Although the practice of medicine is an art, it does 
not mean that we should tolerate inefficient methods 
Labour and material are too precious to be wasted : 
therefore we must strive to produce the maximum 
results with economy of man-power and efficiency in 
administration. 

In the prevention of tuberculosis the removal of 
general predisposing causes of ill-health is essential. On 
this foundation we can establish our special measures 
for the discovery of active infectious cases and the 
protection of the healthy from developing the disease. 
But the responsibility for the prevention of tuberculosis 
does not rest only on the medical profession. It must 
be borne by all sections of the community. The 
co-operation of the public is of paramount importance. 
If they refuse to co-operate in measures designed for 
their own good and persist in actions that are harmful to 
others, then some pressure must be brought to guide 
them in the right way. It is in this that the physician 
needs the help of the informed layman and others who 
can influence public opinion, because to obtain permanent 
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progress the individual must eventually be willing to 
act, without compulsion, for his own benefit 

Tuberculin-testing, miniature radiography, B.C.G 
vaccination, and antibiotics are the four cardinal points 
of the compass that must be our guide to the eradica- 
tion of tuberculosis, but the compass must be firmly 
based and binnacled by sound general public health 
measures. The importance of the primary infection and 
the lesion it produces can hardly be overestimated, for 
the initial reaction of the tissues to this invasion 
influences the subsequent course of the disease. It is 
therefore essential that future preventive measures 
should be directed, in the first instance, to discovering 
and treating the primary lesion whenever it occurs. To 
do this serial tuberculin-testing of children and establish- 
ing tree static miniature radiography services in all large 
towns are advocated. Every etlort must be made to 
prevent the spread of infection from persons with active 
disease who live in or enter countries where the incidence 
of infection is low 

This is the major reason why tuberculosis has become 
in international problem. The more favoured nations 
must assist those in whose country the disease is still a 
major public health problem, not only because of the 
danger that lies at the door, but because the elimination 
of disease and relief of suffering are duties that the 
healthy must accept for the benefit of all mankind. 
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NEUROPSYCHIATRIC OBSERVATIONS 
IN THE WESTERN REGION OF 
NIGERIA 


BY 
rl. ADEOYE LAMBO, M.D., D.P.M. 
Vedical Superintendent, Aro Hospital for Nervous and 


Mental Diseases, Abeokuta, Nigeria 


It is proposed in this article to discuss in outline the 
various neuropsychiatric problems studied in our psychia- 
tric day hospital and to inquire whether, and in what 
sense, a neuropsychiatric day hospital is of value as an 
instrument of investigation and therapy in this particular 
social environment 

It is important to define the attitudes of the African 
to sickness in general and to mental illness in particular. 
There is also a great need in our entire management 
of the patient to consider and treat him within his social 
environment. Insight may thus be gained concerning 
the therapeutic and educational training towards a stable 
mental health programme for the Western Region of 
Nigeria. 

The whole question is of practical, even immediate, 
importance because within the next few years we shall be 
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evolving our own methods of investigation and treat- 
ment—methods which have strong bearing on our social 


organization 


The Peoples and Social Conditions 


The area which is classified as the Western Region is 
inhabited by a large number of tribes speaking different 
dialects or languages and having very diverse cultures. The 
population is about 6} million, and the principal tribes are 
Benin, Yoruba, Urhobo, Itshekiri, Western Ibo, and Western 
Ijaw 

This great diversity of tribes and cultures makes any 
survey of neuropsychiatric problems of this area peculiarly 
difficult, and the task is not rendered easier by the almost 
complete ignorance about some of the customs of the smaller 
tribes. There is also the lack of any complete or reasonably 
detailed study of the mental disorder occurring among any 
one people in the Western Region 

For practical purposes the social strata of the people dealt 
with can be divided into three broad categories: (1) the 
Westernized (Europeanized) group ; (2) the marginal group ; 
and (3) the largety untutored and comparatively primitive 
group 

In the first group are patients whose cultural standards 
range between that of a legal practitioner and a qualified 
nurse. The marginal group consists largely of those who 
have been described as occupying the artificial region of 
no-man’s-land-—-that is, not belonging to either group. They 
are usually daily paid labourers and the lower artisan class 

with varying degrees of illliteracy but urbanized to a con- 
siderable degree. In many areas the older generations are 
becoming increasingly dependent on the younger, who are 
able to earn good wages since the only source of liberal 
cash is wage labour in distant towns. The primitive group. 
which is disappearing gradually, has been and still is our 
immediate preoccupation. 

Although the socio-cultural factors vary among the tribes 
there are significant points of similarity between the various 
tribal institutions and those of the other less developed 
areas in the world. In a simpler society, in the words of 
Lin Yutang. man lives a life closer to nature and closer to 
childhood, a life in which the instincts and emotions are 
given free play and so contrasted against the life of intellect, 
with a curious combination of narcissism, omnipotence of 
thought, and arrogance of the spirit, of profound wisdom 
and foolish gaiety, of high sophistication and _ childish 
naiveté. A strong sense of social security in a closely knit 
society, well-organized and well-defired kin groups with 
definite mutual obligations and affection, reinforced by 
ancestor cult, are well exemplified in this type of culture. 

Western Nigeria is predominantly a country of peasant 
farmers, and the main sources of economy are cocoa, kola 
nuts, and palm products, though quite a large proportion 
have now taken to trades of various kinds. In the Benin- 
Delta region the chief occupation is in the timber and rubber 
industries. Fishing is relatively important in Western Ijaw 
ind in the villages lying on the Niger delta and on the 
coast 

The Western Region of Nigeria is rapidly changing cultu- 
rally and socially, and the most recent advances in there 
spheres are spectacular, but nevertheless traditional tribal 
customs still flourish in considerable strength, mostly in 
rural areas. 

According to the native law and custom, marriage is 
potentially polygamous in the sense that there is, during its 
subsistence, no legal impediment to the contracting of 
another marriage (or of an unlimited number of other 
marriages) by the husband. It has been said that this 
practice reflects adequately the fundamental inequality 
between the sexes which seems to be typical of African 
social systems (Phillips, 1953). 

From the racial standpoint the Western Region is fairly 
homogeneous, being entirely negroid. In the Benin-Delta 
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area there are individuals with lighter pigmentation and a 
narrow nose, and these differences may be due to the admix- 
ture with whites. It has been reported that the Portuguese 
had been in touch with the kingdom of Benin as early as 
1472, dealing in ivory and slaves. From the constitutional 
point of view, generally speaking, all the principal somato- 
types are represented—asthenic, pyknic, athletic, and mixed 
types, with an apparent predominance of athletic types. 


Mental Health Organization 

The existing facilities comprise the “native treatment 
centres” in the villages and towns and the Government 
asylums. The former are scattered all over the Western 
Region, but the important and usually traditional ones are 
located in Ijebu, Abeokuta, Ife, and Benin Provinces and in 
Western Ijaw, many of which I have visited and surveyed. 

Treatment at these native centres varies in intensity from 
simple psychotherapeutic measures to sadistic cruelties of the 
most primitive nature. As there is no empirical approach 
by which the value of their methods can be assessed, it is 
impossible to state precisely the degree of usefulness of, and 
contributions made by, the best of these native treatment 
centres. 

| should, however, like to endorse and elaborate on the 
conclusion of Tooth (1950), who stated : * It will be objected 
that a plan of this kind relegates to a lay Authority what is 
properly a medical responsibility, but a visit to the Gold 
Coast Asylum should convince an impartial observer that 
the African’s lack of confidence in the European manage- 
ment of this branch of medicine is well founded. Moreover, 
it seems unlikely that an alien psychiatrist could ever succeed 
in assimilating the complexities of the West African back- 
ground in time to make an appreciable contribution in this 
field. So that, until African psychiatrists can be trained, it 
would seem better to allow the care of the majority of the 
insane to remain in lay hands.” 

Some of the native treatment centres which I have seen 
may well play a useful part in solving our immediate 
problems. Their psychotherapeutic measures are as effective 
and as scientifically sound as any I have seen practised in 
Europe. (See also Opler, 1936.) So far as I can judge, their 
functions are similar to those of certain lay psychothera- 
pists in England, though the latter are usually trained. 
Therefore, as it will be several years before enough African 
psychiatrists can be trained, and there are at present only two 
psychiatrists in the whole of Nigeria (population of 32 
million), one of whom is a European, it might be advisable 
to retain and improve the best of these institutions. 

It is known that institutionalized confessions, trances. 
dances, and primitive religious rites and ceremonies, all of 
which are found to form the basis of the treatment arma- 
mentarium of these centres, are powerful psychotherapeutic 
measures. 

Ackerknecht (1943), quoting Kempf (1931), has emphasized 
the “tremendous psychotherapeutic power which magic has. 
not only for those for whom it is performed, but above all 
for the performer himself. It is a kind of psychological 
safety-valve, he pointed out, “ where too strong psychic pres- 
sure can be released.” “We thus have to recognize,” he 
continued, “that in primitive societies there perhaps exist 
outlets for mental conditions with which we are not able 
to deal.” This latter statement is borne out by the fact 
that these native treatment centres claim greater success 
in the sphere of neuroses. Some of the medicine men 
think that incipient or latent psychosis responds in the same 
way. 

There are three Government asylums in the Western 
Region of Nigeria, with a total capacity of 110 patients. 
Nearly all the inmates are certified, and about a third are 
criminals. Until recently, the conditions of the asylums 
were unimaginable—most gloomy and terrifying. The 
largest of these asylums is Lantoro Institution, situated in 
Abeokuta—here conditions are very much better and 
discipline is good 


Projected Schemes 


Under the Colonial Development and Welfare Scheme, 
funds were made available to build in Nigeria the most 
modern mental hospital in Africa. The work started in 
1951 at Aro, two miles outside the Abeokuta town boundary, 
and after initial difficulties the building programme is pro- 
gressing satisfactorily. The first stage is to build a 200-bed 
hospital with great emphasis on research, out-patient 
treatment, and domiciliary visits. The hospital is still under 
construction in parts and is being built on the villa system. 

The present senior staff consists of one African 
psychiatrist, one English chief nursing superintendent, two 
English tutors, one English occupational therapist, and 
four African nursing personnel trained in the United 
Kingdom. The junior staff comprises very experienced 
though “untrained” African nurses originally at the old 
asylum, some of whom are now going through the 
preliminary training school course here. In a year’s time it 
is hoped that more trained mental nurses will return from 
the United Kingdom in time to make it possible to open one 
or two of the wards. 

The new hospital is nicely situated in beautiful grounds 
of about a mile square. Its unique feature is its community 
development. All the members of the staff (senior and 
junior) are resident, and there is a programme to accommo- 
date the essential labourers and other artisan employees 
in a proposed village community centre also in the hospital. 
Modern amenities are also available in the hospital— 
electricity, water, and recreational facilities for patients and 
staff. 

In order to make a preliminary study of the neuro- 
psychiatric problems with which the hospital may have to 
deal in the future and to enable the staff to discover the 
best avenue of approach to interests of the patient, the 
psychiatric day hospital was started in October, 1954. 

Where family units are so close and interpersonal rela- 
tions are so important, experience has shown that patients 
should be treated in as natural an environment as possible. 
The present report is based on the information obtained at 
this day hospital and from domiciliary visits. 

At the day hospital patients are boarded out in the neigh- 
bouring villages and come in every day for treatment, spend 
the rest of the day in the department of occupational 
therapy, and return to the village late in the afternoon 
Thus a patient is able to maintain contact with his social 
background, and the process of rehabilitation after recovery 
or improvement becomes more easily facilitated.* 

At the outset of this experimental day hospital the bales 
(the village heads) of the four big villages were interviewed 
and all plans were explained to them and their co-operation 
was sought. Consequently most of the patients boarded 1m 
the villages are specially selected. Patients are accompanied 
by their relatives, usually either mother, sister, brother, or 
aunt, and most of them come from distant areas. A nurse 
is always on duty in the village at night to cope with the 
minor nursing exigencies (insomnia, headaches, etc.) and to 
send for help in matters of urgency—for example, hypo- 
glycaemic coma, which is not infrequently found in patients 
on insulin therapy and who return to the village in the 
late afternoon. The presence of a nurse on duty at night in 
the village is more of psychological than of practical value. 
A guide is also provided by the hospital to look after the 
relatives of patients from distant areas. 

The present clinical facilities consist of electrical treatment 
(E.C.T., electro-narcosis, subconvulsive stimulation), insulin 
therapy (modified and coma), abreactive techniques, and 
various psychotherapeutic measures and drug medication. In 
addition to these, special emphasis is placed on occupational 
*A cursory review of the literature on family care revealed that 
this approach has been practised for some hundreds of years at 
Gheel, Belgium, where the mentally ill have been treated by being 
boarded out in households surrounding a central institution. 
This apparently arose out of a religious foundation. Pollock and 
Hester Crutcher gave most comprehensive surveys of this subject. 
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therapy and other group activities. The occupational therapy 
centre is planned in such a way as to afford patients every 
opportunity of diverse social backgrounds. Little huts have 
been built to present a village atmosphere and to enable 
patients to carry out any rough type of occupational 
activities. More sophisticated patients paint, weave, knit, 
etc., 10 a well-designed building 

There are definite indications that clinical facilities at this 
hospital will also be made available for the clinical instruc- 
tion and teaching of the medical undergraduates when 
teaching starts at University College, Ibadan, in October, 
1956 

The second stage of the building programme should take 
the total number of beds to 500, but, of course, much of 
the future programme depends on the availability of well- 
trained and competent staff 

In the proposed mental health programme this new 
hospital is to be used essentially for relatively early and 
acute cases with fairly good prognosis. It is hoped that the 
average stay of a patient will be about nine months to a 
year. The existing asylums are to be retained and improved 
to receive the chronic refractory patients and the main bulk 
of criminal mental patients. 


Psychiatric Findings 

Whereas all competent observers (Coriat, 1915-16; 
Seligman, 1929; Cooper, 1933, 1934; Demerath, 1942; 
Carothers, 1947, 1951, 1953; Tooth, 1950; Yap, 1951) who 
have examined clinical material among primitive peoples 
agree to a certain extent about the reality of the qualitative 
differences in mental reactions in different cultures, there is 
less unanimity concerning the interpretation of these differ- 
ences. The controversy that inevitably ensues illustrates 
the unfortunate effect on science of the moral arrogance 
of nineteenth and twentieth century Europe, which sets up 
its civilizations as the standard by which all the other 
civilizations are to be measured For example, if one 
examines critically in other cultures the concept of Oedipus 
complex, the significance of severe anal training in the 
genesis of obsessional neurosis, etc., a considerable gap 
remains between cultural differences and the fundamental 
interpretation of these concepts. 

Commenting on the Yoruba tribe, I stated: “There is 
no toilet training during this period. The mother or other 
adults show no resentment or disgust when the child soils 
the floor or the body of the person caring for it. It is 
usual] cleaned up without fuss” (Lambo, 1955), 
Oesterreicher (1951) has also commented: “ The repressing 
forces of civilization and reason are much feebler than and 
different from those in the Occident.” He continued, “ The 
deeper psychological mechanisms are lying much more 
superficially ; Oedipus and castration complexes, for instance, 
are represented almost overtly and the dream symbols are 
simple and easy to explain.” 

Without attempting any examination of some of the 
complex and ambitious theories that have been advanced, 
it is relevant to indicate that parallel observations are being 
made in this respect, but it is considered wise to restrict 
ourselves, at any rate primarily, to a descriptive approach. 

Within the last vear, in this day hospital, observations 
have been made on, and treatment given to, 35 patients 
suffering from schizophrenias, 15 from affective disorders, 
12 from psychoreuroses, 3 from confusional states (toxic- 
infective psychotic reactions), 8 from mixed psychosis 
(psychoneurotic-psychotic syndromes), 3 from mental 
defectiveness, 9 from cerebrovascular disorders with 
psychiatric symptoms, 2 from Parkinson's disease, 4 from 
neurosyphilis, | from neuropathy (avitaminosis B), 23 from 
convulsive disorders, 7 senile psychotics, 2 patients who 
presented the syndromes of depersonalization exclusively 
as their main disorder, 1 psychosomatic dermatological 
manifestation, 20 women classified into the psychosomatic 
(gynaecology) group, 1 drug addict (pethidine). Many other 
patients were seen on domiciliary visits. 
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Schizophrenia 


[his mental disorder is by far the commonest of all 
mental disorders in the Western Region. Most of our cases 
were from the urban areas, but a few were brought in from 
the villages, usually after the efforts of the native medicine 
men had failed. The most significant finding is the lack 
of predominance of any sub-variety. In most of our 
paranoid schizophrenic group there is a tendency for this 
condition to be associated with variable social success and 
to show high correlation with detribalization (urbanization). 
Observations are being made on the forms of schizophrenia 
(and schizophrenia-like psychoses) in this culture. Cne 
single fact of practical importance that has been recognized 
and emphasized is that schizophrenia is not a unitary 
condition, and on the question of aetiology and pathogenesis 
a wide viewpoint should be adopted. (For further informa- 
tion on the influence of culture on schizophrenia see 
Seligman (1929), Klineberg (1940), Demerath (1942), 
Ackerknecht (1943), Tooth (1950), Carothers (1951), and 
Lambo (1955)). 


Affective Psychoses 


The rarity of depressive illness in Africans has been noted 
by many observers (Laubscher, 1937; Tooth, 1950; 
Carothers, 1953). 

In most of the endogenous psychoses occurring in the 
primitive, psychical agents often seem to be pathogenetic 
while the constitutional factors fall into the background. 
Therefore observations made, especially in the field of 
affective psychosis, need to be thorough, and the situation 
or circumstances in which the observations are made should 
be defined. 

The importance of the therapeutic and buffering value of 
supernaturalism, dreams and visions, free emotionality, 
unrestricted sexuality, dancing, trances, etc., have already 
been emphasized. The essential function of these 
cultural factors is that of preventing depression and the 
accumulation of other psychic stresses. It should also be 
realized that cultural factors which prevent depression may 
in certain circumstances provoke anxiety (see below). 

Any form of magic in Yoruba culture establishes the 
‘positive diathesis of optimism and confidence in success.” 
This may account for the real absence of “reactive 
depression” and for the lack of intensity in the clinical 
picture of most of the endogenous group. 

Absence of depression (or classical psychotic depression) 
in Africans as a whole seems to be more apparent than real, 
and, since beliefs and superstitions still pervade most of the 
aspects of African lives, even those of the westernized group 
to a certain extent, these cultural factors must damp down 
depression on and enhance or exaggerate excitement. This 
may account for the apparent predominance of mania or 
excitement in the psychoses of the negro race as a whole. 

Since we have observed almost classical depressive 
psychoses, both of endogenous and of organic types, in our 
subjects, in addition to the observations made, during the 
war, by foreign psychiatrists among the West African troops, 
the rarity (if it is indeed rare)* of depressive illness among 
the negro race as a whole seems to be culturally and not 
constitutionally conditioned. 

Aubin (1939) has reported that depressive states “ are much 
the most frequent manifestations” in westernized African 
troops who were confronted with psychological conflicts 
(war stresses, etc.). Green (1917) says that manic-depressive 
illness is more often of the manic type in negroes than in 
other races, especially the whites. Similarly, O'Malley (1914) 
talked of the predominance of exaltation in the manic- 
depressive psychosis of the negrocs 

*Whether depressions are rare nowidy knows. The only 
fact known is that they are rarely seen by doctors and the native 
therapists. 
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The 15 patients selected for comments here have affective 
disorders which were mainly of endogenous origin, while 
those with underlying organic basis* were excluded from this 
group. The group consists of eight cases of recurrent 
mania, One manic-depressive, two involutional depressives, 
and four endogenous depressives. Common to all the 
depressive patients were a marked degree of sadness of 
mood and a varying degree of psychomotor retardation. 
Only one was preoccupied with feelings of guilt, self- 
condemnation, and anticipation of punishment. Others 
showed multiple somatic features, phobic and obsessional 
symptoms, anxiety, and other symptomatic loading at the 
initial phase. 

In the manic-depressive patient recent and very disturbing 
environmental factors were thought to be responsible for 
the onset of the patient's depressive illness, and apart from 
these acutely disturbing influences her depressive illness also 
fulfilled all the other diagnostic requirements of a reactive 
depression. This allegedly reactive element eventually 
ushered in a manic-depressive episode. This and other cases 
seen here exemplify the theoretical significance of the rigid 
classification into, or differentiation of, “reactive” and 
endogenous depressive states purely on the basis of cir- 
cumstances and the clinical picture alone, without a full 
assessment of the patient’s life. 

All our depressive patients were westernized, and the 
average age was 36 plus. No case of classical psychotic 
depression was encountered among the primitive popula- 
tion. I believe that these cases exist, but as they do not 
carry the same social import as mania, which repeatedly 
comes to notice, there is a tendency for them to get over- 
looked. There are no grounds on which the apparent 
absence or rarity of endogenous depression among the 
primitive population can be explained except on the basis 
of cultural influences. There is no reason why the distri- 
bution of genetic-constitutional factors should vary among 
a homogeneous racial group of heterogeneous cultural 
standards. 

Suicide is rare in the primitive community, while it is not 
uncommon in westernized Africans. A survey of nine 
villages showed that as far back as the elders could 
remember no case of suicide has ever been reported or 
suspected. 

The group of involutional depression presents features 
which are of clinical interest. No case was seen which could 
be described as being classical or typical—that is, involu- 
tional psychosis. The entire clinical picture lacks the 
intensity which one finds in the reactions of some of the 
European patients. The ideas of unworthiness, feelings of 
guilt and self-reproach, are absent. Deep depression and 
retardation, ideas of ruin and of fear for the future, are 
also absent. 

In my experience the two cases treated here were typical 
representatives of the group. The most prominent symptoms 
were the persistent hypochondriacal anxiety, slight agitation, 
inability to concentrate, varying degrees of insomnia and 
depression—a mild form. The two patients responded 
favourably to hormone and vitamin therapy with occasional 
sedatives at night. 

These conditions closely simulate the group of “ anxiety 
states occurring at the involutional period * which Sir David 
Henderson (1920) described. 

The experience gained at the day hospital here confirms 
my idea that this type of centre would be of great help in 
researching into some aspects of mental disorders. 

A result of great practical importance is that treatment 
was sought and obtained by a wide variety of patients who 
normally would not have had treatment in a mental hospital 
atmosphere. Because of the rigid selection of psychotic 
patients, and the early stages of some of the disorders, 
our treatment results are very encouraging, and this news 
inevitably spreads. 


*Cases in which depressive symptoms usher in or precede a 
true picture of schizophrenia were also excluded from this group. 


A fundamental point in the relatives’ outlook is that the 
patient is attending a type of hospital where the vast majority 
of its patients are not destined to either chronicity or long 
institutionalization. 


Psychoneuroses 


While no reactive or neurotic depression was seen in the 
primitive population, there were many patients from both 
villages and urban areas suffering, with demonstrable 
psychogenic factors, from hysteria. All our patients were 
immature inadequate personalities with previous neurotic 
traits either in early childhood or in early adult life. The 
ratio of women to men was 4 to 1, and there was an equal 
distribution between the westernized and the primitive 
population. Twelve patients were observed for detailed 
study. 

Neurotic manifestations elicited included an exaggerated 
display of emotionalism, which was nearly always accom- 
panied by transient episodes of depression and anxiety, 
conversion hysteria, and various somatic disturbances. 
Musgrave (1921) included these and other symptom-com- 
plexes under the heading of “Tropical Neurasthenia, 
Tropical Hysteria, and some Special Tropical-like Neuro- 
psychoses.” 

Anxiety state is by far the commonest psychclogical 
disorder in the primitive. In primitive culture the use of 
sorcery and magic as agents of overt aggression is well 
known, and the psychological effects are bilateral ; whether 
an individual himself employs them or not, the potential 
threat constantly haunts him. Consequently, domestic 
friction and imagined hostilities that arise from his inter- 
personal relations provoke anxieties and fear which have 
their genesis in the belief that his fellow men may do him 
harm in this mysterious way. 

Though the cultural machinery provides some buffer 
system which modifies, allays, or aborts depression, never- 
theless anxiety reactions are almost a normal component 
of the sociocultural situation. Pathological exaggeration of 
this state of mind constitutes a clinical state and may even 
lead to death in some cases if not treated. This form of 
death has been called “thanatomania”™ (Ackerknecht, 
1943)—death from magic and autosuggestion without any 
demonstrable pathological cause. These anxiety states have 
the same qualities and identical psychosomatic manifestations 
as those that are seen in European patients, with a common 
denominator in the disturbance of mental synthesis. These, 
of course, are especially related in their genesis and evolution 
to the social life. Ackerknecht has remarked, “ One would 
be a belated victim of the belief in the good savage to think 
that primitive society does not also contain sufficient psychic 
tension to produce mental disease.” 

All react equally to psychotherapeutic measures such as 
suggestion and hypnotherapy. In some cases this situation 
is provoked only by certain stimuli and, in the words of 
Hallowell (1938), “ The fear or suspicion of any man that 
sorcery is being levelled against him arises because his 
guilty conscience acknowledges the ground for retaliation, 
on the premise of supernaturalism, for opposition, death 
wishes, and antagonisms he has directed against others. The 
fear that he may become the object of the evil power of 
others is to relate to the primitive man’s awareness that he 
has done wrong, or that he is the object of criticisms.” 
Hallowell has thus recognized that most primitive cultures 
are at many points especially conducive to states of morbid 
fear and anxiety. 

An examination of a series of cases of anxiety states 
revealed, amongst other generally recognized characteristics 
that precordial distress, headaches, and gastric symptoms 
were by far the most common physical manifestations of 
this clinical reaction. 

One female patient suffering from obsessional neurosis 
was seen in the rural area at one of the native treatment 
centres. The illness was long-standing and severe. Her 
symptoms included compulsive repetition of ritual words, 
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avoidance of red bowls, inability to go across ant-trails, with 
underlying anxiety. This particular patient is making good 
progress, and I have been allowed to be present at two of 
the treatment sessions. So far as I can judge, the patient 
is usually put into a hypnotic state, and when in this state 
she is made to entertain all the thoughts and perform those 
actions she “normally” avoids. While going through this 
treatment all her anxieties in relation to her symptoms are 
allayed by “appropriate rites” (an intricate psycho- 
therapeutic mechanism expressed in the form of expiatory 
and ceremonial activities). The entire treatment situation 
seems to be functionally related to a deconditioning 
mechanism. 

We have repeatedly found that in the sphere of psycho- 
neurosis some illiterate patients who have failed to respond 
to our form of approach have recovered under the influence 
of “native psychotherapists" at the native treatment 
centre 

Conversion symptoms are not uncommon, and these 
ranged from hysterical aphonia and deafness in a schoolboy 
aged 12 to peculiar distribution of anaesthesia of both legs 
in an Ifa oracle diviner trainee. The latter patient, who 
was an illiterate man of about 25, had an acute hysteria at 
the onset with multiple symptoms ; the prominent ones were 
pseudo-choreo-athetoid movements, with manifest anxiety. 
Laubscher (1937) has commented on similar observations 
among the Tembu tribe of South Africa. 

The most interesting group was the “ psychosomatic 
gynaecology “—women with irying degrees of sexual 
inadequacies, especially frigidity. The common symptom 
in all the patients was sterility 

The patients in this category were especially selected 
after all organic gynaecological factors of sufficient degree 
to cause sterility had been excluded. Twenty patients were 
treated with psychotherapy within the last year. In most 
cases their husbands have taken part in the treatment 
situation All the patients have had a history of sterility 
of at least two years. Five women are now pregnant and 
seven have got rid of their anxiety, hypochondriasis, and 
various types of pain and tenderness associated with coitus. 
Routine psychological interviews and physical examination 
of their husbands revealed the fact that nine suffered from 
impotence, one from pathological timidity, and one from 
feelings of inferiority 

Three of this last group of seven patients presented with 
abdominal swellings, which were later diagnosed as 
pseudocyesis, especially at a time when it was obvious that 
two of the five women were pregnant. One of the patients 
who originally complained of dyspareunia was later found 
to have chronic appendicitis, which was later dealt with by a 
general surgeon. On returning to us the patient still com- 
plained of pain during coitus, “ though not as bad as before 
the operation.” Her dyspareunia was successfully treated 
with psychotherapy 

It should be emphasized that the chief end of marriage in 
most primitive cultures is procreation, Mair (1953) has stated 
that “the importance of securing legitimate descendants 
accounts for the most characteristic features of African 
marriage law.” Inability to fulfil this function seems to be 
the key to the understanding of some of the neurotic 
conflicts that would otherwise be puzzling to a European 
observer. Odcsterreicher (1951) has pointed out that “ the 
childless Chinese wife who has not accomplished her task 
in the Chinese community constitutes a special chapter.” 
It was observed that, basically, the personalities of these 
women exhibited noticeable common features—emotional 
immaturity, inferiority feelings, inadequacy, and exhibition- 
istic tendencies. Another notable feature was anorexia. 

In the mild forms of hysteria we have found that 
suggestion and reassurance, often under barbiturate narcosis, 
will suffice. Imposed therapy, on the whole, is sufficient in 
most of the majority of cases encountered, but most of the 
primitive patients respond much more readily to indigenous 
psychotherapeutic measures. 
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In spite of all our initial difficulties and the traditional 
scepticism of the “ European form of treatment,” out-patient 
attendance is growing and people are now beginning to 
come on their own accord ; others are sending their relatives. 
This is an interesting development, showing an increasing 
confidence in our approach and the gradual disappearance of 
that horror with which the public are supposed to regard the 
experience of any form of mental hospital. 

Although psychoneurotic patients are not often 
co-operative—for example, they sometimes refuse to work 
in the occupational therapy centre with recovering psychotics, 
protesting that they are being classified with “ mental” 
patients—we have found that they benefit considerably from 
a day hospital of this nature. 


Neurological Findings 

Our clinical experience in the field of neurology is confined 
to convulsive disorders, Parkinson's disease with personality 
changes, cerebral lues, psychiatric aspects of cerebrovascular 
disorders, neuropsychiatric syndromes associated with 
avitaminosis and malnutrition, and post-traumatic conditions 
(head injuries), usually with some degree of personality, 
alteration but with or without residual neurological signs. 
Our observations on this important subject are grossly 
inadequate, as we are interested only in neurological patients 
with psychiatric changes or borderland cases belonging to 
both sciences 


Epilepsies 

We have seen more epilepsies at this day hospital than any 
other neurological or psychiatric disorder except schizo- 
phrenia. Clinically, we have observed all forms of convulsive 
disorders. There are two children with pyknolepsy, one 
with psychomotor epilepsy, nine patients with major fits, 
one epileptic patient with psychosis, three patients with mild 
Jacksonian types, two with nocturnal epilepsy. and a child 
of 10 suffering from  post-infective dementia. All the 
diagnostic aids are available, including an elaborate E.E.G. 
machine, which is seldom used unless the diagnosis is 
obscure or doubtful. 

In an environment such as this, where all that is evil 
about convulsive disorders is all too firmly rooted in the 
minds of the society, the psychological burden is greatly 
enhanced and the persistent emotional difficulties which rule 
his interpersonal relations with others give rise to a number 
of problems. For example, a great many of our epileptics 
are aggressive, antisocial, and inadequate, and find it 
difficult to adjust. 

In view of the above social circumstances, in-patient 
facilities (or other suitable arrangements) will have to be 
given to the epileptic patients, and psychotherapy, which 
has proved a very important adjuvant to routine drug 
medication in the day hospital treatment, should be given 
an important place in the management of the patient. 
Psychiatric social services will have to give particular 
attention to the social problems of epilepsy. 


Other Neurological Diseases 


Of the two patients suffering from Parkinson's disease, 
one was arteriosclerotic and the other syphilitic. In practice 
it has been noticed that G.P.I. is becoming increasingly 
uncommon. This may be due to a combination of the 
indiscriminate use and gross abuse of neoarsphenamine and 
penicillin (not only for yaws and bacterial infections but 
for almost all complaints) and the very frequent attacks 
of malaria. 

Nutritional disturbances manifesting as neuropsychiatric 
syndromes would provide material for a separate article. 
These syndromes are most commonly found in the aged 
and not uncommonly associated with senile psychosis. It 
may be mentioned in passing that since there are com- 
paratively fewer old people among our population the 
question of rarity of senile psychosis in the Western Region 
population must remain qpen. 
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Post-infective neuropsychiatric conditions are not un- 
common. Infective hepatitis, amoebic dysentery, filariasis, 
and dengue fever have been encountered in association with 
neuropsychiatric conditions, but the part played by these 
physical diseases has yet to be properly evaluated. At pre- 
sent it is felt that they are no more than exciting causes. 

No definite opinion can as yet be offered on the question 
of presenile psychoses—Alzheimer’s disease and Pick’s 
disease. Though very rare, their total absence cannot be 
denied as yet. There are two patients now under observa- 
tion (both under 50 years) with severe apathy, memory 
disturbance, and disorientation for time, place, and person. 
They showed behaviour disorder almost from the start of 
their illness. These symptoms have been going on for 
almost two and a half years with gradual deterioration. 
Only one shows neurological signs (ideational apraxia and 
expressive aphasia). In spite of all medical care, their 
conditions are deteriorating. Blood and C.S.F. Kahn tests 
were negative and conditions like cerebral arteriosclerosis. 
cerebral hypertension, and intracranial neoplasms were 
excluded as much as one could do this with limited 
facilities. 

Although the Government statistics are unreliable, 
disseminated sclerosis has not been seen in this country yet 
After describing the symptoms of an established case, the 
native treatment centres have failed to confirm the existence 
of this disease. Lewis (1942) described two cases of muscular 
dystrophy but he did not mention disseminated sclerosis. 
It is not clear whether he meant to imply that it does not 
occur. 


Discussion 


There is no doubt that indigenous social and cultural 
factors demand a re-evaluation of the orthodox psychiatric 
concepts and approach. The views expressed here are based 
on observed experience, and not merely on a theoretical 
assumption designed to bring the concepts of mental diseases 
in this culture into line with those that have been formulated 
in Western culture. This study has enabled us to understand 
some of the phenomena, and in some instances to predict 
their course and occurrence. 

The approach outlined here seems, in fact, practical in so 
far as it enables us to develop a standard of normality in 
relation to this culture itself. This is necessary as a means 
of controlling an uncritical application of the criteria based 
on the cultural pattern of Western civilization. 

Present experiments of treating certain types of patients 
on a day hospital and domiciliary basis have shown such 
advantages over hospitalization that there is considerable 
justification in instituting this programme on a large scale. 
Institutional confinement as the first principle of treatment 
for mental disorder is open to criticism in view of the 
practical results of this approach. 

Experience gained here reveals that social learning, feeling 
of security, re-education, and reassurance can readily be 
obtained from a normal group in a more dynamic way than 
can be imparted by other patients. It is also known that 
when recovery is probable the success of all measures 
towards readaptation depends upon the transfer of the 
patient's affect to other people in his immediate environment. 

With a skeleton staff such as we have here this method 
of approach shows that a great deal can be done for the 
community by extending psychotherapeutic treatment to an 
increasing number of patients. The community, on the 
other hand, can have the opportunity of watching the 
gradual process of recovery of the patients, thereby changing 
their views on the alleged causation and course of mental 
illness and perhaps exhibiting more tolerance. 

The conclusion to which the great mass of observation 
so strongly points is that, under conditions which we have 
not yet been able to define satisfactorily, the community 
group influences in the village are of great therapeutic value. 
Since the major part of the hospital labour force is drawn 
from the surrounding villages, these labourers are in turn 
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the landlords of most of the patients living in the villages 
Consequently they all feel that they are contributing towards 
the hospital group activities, and through the process of 
“ primitive passive sympathy ” are drawn into the treatment 
Situation. 

We have found that even patients who, in their own home 
environment, had shown aggressive and dangerous tenden- 
cies became reasonably quiet and manageable under the 
conditions of the village. The success of the scheme will 
ultimately depend upon the co-operation of the peasants 
living in the villages and in the neighbouring countryside on 
receiving in their homes such patients as are selected by the 
medical superintendent, and upon special efforts by the hos- 
pital to find the exact home which is most suited to the 
patient’s requirements. Thus a tradition may be established. 

It must not be forgotten that in our treatment programme 
emphasis is not laid on the day hospital as such but rather 
on the creation of a social unit large and effective enough 
to be of therapeutic value. The advantages of the method 
are exemplified in the quick readaptation of the patient to 
the social milieu and in the emotional interaction of the 
group, all of which aim to promote better integration of the 
personality. 

With problems so wide as those referred to in this article 
for example, the sudden impact of Western civilization, as 
evidenced by the gigantic process of detribalization and the 
disruption of the family units, lack of adequate provision 
for psychiatric care, etc.—mental hygiene might seem to have 
a task in the future for which no adequate programme could 
at present be outlined. However, the programme of mental 
hygiene should include among its problems that of the 
fairly large proportion of ill-health in the entire community, 
due to nervous or mental disorders, often masquerading 
under the form of physical illness. 

In the study of African* mental reaction we now seek 
to determine and disentangle the permanent (implying racial 
or psychobiological) from the changing element (implying 
cultural). We are therefore committed to a deeper investiga- 
tion which may take several generations. 

It has been demonstrated that certain types of neurosis 
are rare in this culture, while there is a “ racial * predilection 
to others, and this is also true of affective disorder. These 
racial variations in quality and/or quantity (incidence) of 
mental illness constitute a major problem to ethno-clinical 
study. 


Conclusion 


In a country where a high proportion of the popula- 
tion suffer from anaemia, malaria, avitaminosis, or some 
form of malnutrition, it is difficult to delineate the effect 
or the role of physical illness from those of constitutional 
and socio-cultural factors in the aetiology of mental 
disorder. 

The approach to our problems is not revolutionary ; 
in a way it is essentially conservative, since full con- 
sideration is given to socio-cultural phenomena, the 
nature of which, however flexible and malleable they 
might be, cannot be altered at will. 

The sociological implications of neuroses are greatly 
enhanced in this culture. The fact that some neuroses 
which are resistant to our therapeutic handling respond 
readily and adequately to indigenous psychotherapeutic 
measures stresses the importance of social values in 
psychotherapy. 

The expression of neurotic and manic-depressive 


is, cultural group—-without ethnological or racial connotation. It 
should be realized that the Yoruba-man, the Masai, and the 
Bantu may show mental differences as great as those between 
the Papuan and an Englishman, even though mental reactions of 
these races have a common denominator in, or are explicable by, 
the general psychodynamic concept. 
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*The word “ African” is used here in a restricted sense—that 
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influences. These observations therefore call for an 
establishment of a suitable approach ; hence the creation 
of a therapeutic social unit in the form of a village 
community which offers familial care of the mentally 
ill 

Reactive depressions are rare, and endogenous 
depressions are rarely seen in hospitals or native treat- 
ment centres, in contrast to mania. Cultural factors 
seem not only to play a prominent part in the clinical 
manifestation of depressions but give an apparent 
preponderance of excitement whether in association 
with schizophrenic and manic depressive illnesses or 
with some ill-defined clinical condition. 

From the point of view of research, what is more 
urgently needed is further work towards the establish- 
ment of a more complete study of the complex 
psychological reactions of the African and more refined 
analysis of the cultural institutions, of the critical 
analysis of the clinical data obtained, of the psycho- 
logical implications of the changes in his cerebral 
structure and function, of the technical procedures 
involved in making these observations, and the statistical 
examination of the evidence so acquired, with the object 
of facilitating the task of comparison and, ultimately, 
of causal explanation. 


I acknowledge with thanks the advice and guidance willingly 
given by Professor Aubrey Lewis, Dr. E. Stengel, and Dr. D. I 
Davies, and for their encouragement and considerable interest in 
my work in Nigeria I also thank Dr. T. H. L. Montgomery, 
Director of Medical Services, Western Nigeria, for permission 
to use the clinical material of the Aro Hospital, Abeokuta, and 
for his encouragement and interest. Dr. J. C. Carothers visited 
Nigeria during the preparation of this article, and | thank him for 
many helpful suggestions and, more particularly, for offering to 
write an introduction to it The staff of this hospital, especially 
the Occupational Therapy Centre, have co-operated fully in spite 
of our present difficulties. 
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The report of proceedings of the Scottish Society of the 
History of Medicine for the session 1955-6 is of wider 
interest than its title suggests. It includes a summary of 
important medico-historical publications and events during 
the year. It also contains the full text of the papers read 
before the society during the session—namely, “Some 
Peeblesshire Doctors, with Special Reference to Mungo 
Park,” by the Rev. Dr. A. M. Gillespie ; “John Goodsir,” 
by Dr. H. W. Y. Taylor; and “The Maladies of Mary 
Queen of Scots and her Husbands,” by Dr. M. H. Arm- 
strong, who suggests that Mary was a hysterical psycho- 
path. From January next the proceedings of the Society will 
be recorded in the new British quarterly Medical History. 
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CEREBRAL MANIFESTATIONS OF 
VITAMIN-B,, DEFICIENCY* 
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Neurologist, Birmingham Regional Hospital Board and 
Midland Centre for Neurosurgery ; Physician, Staffordshire 
General Infirmary 


The changes in the nervous system now known to be due 
to vitamin-B,, deficiency occur in the spinal cord, 
peripheral nerves, and brain. By long usage the name 
of subacute combined degeneration has been applied to 
these nervous lesions, but, as suggested by Jewesbury 
(1954), it would now be more satisfactory to use the 
comprehensive term “ vitamin-B,, deficiency ” with the 
appropriate qualification of “megaloblastic anaemia” 
and/or “myelopathy,” “neuropathy,” or “ encephalo- 
pathy.” 

The brain lesions which form part of the neurological 
syndrome of vitamin-B,, deficiency appear first to have 
been described by Preobrajensky in 1902. Thomas 
Addison, in his orginal classical description of pernicious 
anaemia, said “ the mind occasionally wanders,” but the 
cerebral symptoms are still much less familiar than those 
due to the spinal and peripheral nerve lesions, although 
they are not of infrequent occurrence. My object is to 
emphasize once again the importance of their early 
recognition and prompt treatment. The end-result of un- 
treated cerebral lesions may be a severe dementia even 
more crippling than the paraplegia produced by the 
spinal lesions, and it may be completely irreversible when 
treatment is delayed by failure in diagnosis. 

McAlpine (1929) said, “ Mental changes occur not 
uncommonly in pernicious anaemia. They range from 
states of depression accompanied by loss of mental 
energy to definite psychoses. They, like the nervous 
symptoms, may precede the characteristic changes in the 
blood by many months. More frequent examination of 
the gastric contents and of the blood, especially for the 
presence of megalocytosis, is called for in primary 
neuroses and psychoses occurring after the age of 35, 
in view of the favourable results that may follow 
adequate treatment instituted at an early stage.” This 
statement still holds true and needs no modification. It 
must be emphasized that the cerebral symptoms, like 
those due to lesions in the spinal cord, may precede the 
appearance of anaemia for long periods, sometimes for 
years, and that they may occur in the presence of a 
completely normal blood picture and bone marrow and 
even in the absence of spinal lesions. Greenfield and 
O'Flynn (1933) found that 14% of 45 patients with sub- 
acute combined degeneration of the spinal cord had 
normal peripheral blood counts, but there appear to be 
no similar statistics concerning the cerebral symptoms in 
relation to the blood picture, although Woltman (1924) 
states that 4% of 1,498 cases of pernicious anaemia had 
an “outspoken psychosis,” while “35.2% showed 
lesser mental changes manifest even on casual observa- 
tion.” 

Present Series 

In a series of 25 cases of vitamin-Biz-deficiency syndrome 
with involvement of the nervous system seen in the past 
few years I have encountered 14 cases with well-marked 
*Read in the Section of Neurology and Neurosurgery at the 
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cerebral symptoms. Signs of spinal or peripheral nerve in- 
volvement were present in all 14 cases, but in some these 
were very slight and detected only on careful examination. 
The ages of the patients ranged from 32 to 72 years ; eight 
were 60 or older. The haemoglobin levels ranged from 
32%, to 105%, and in five cases were 70° or more, In 
one case the blood count and bone marrow were completely 
normal, but in all the others there was some degree of 
megaloblastic reaction in the marrow. A complete hist- 
amine-fast achlorhydria was present in every case. 

The cerebral symptoms may be classified as mental and 
ophthalmological. The mental symptoms are extremely 
variable and include mild disorders of mood, mental slow- 
ness, memory defect which may be gross, confusion, severe 
agitation and depression, delusions and paranoid behaviour, 
visual and auditory hallucinations, urinary and faecal in- 
continence in the absence of overt spinal lesions, dysphasia, 
violent maniacal behaviour, and epilepsy. None of these 
symptoms is pathognomonic, and in the absence of anaemia 
or of spinal signs the diagnosis of vitamin-By deficiency 
may never be considered until the psychosis is far too 
advanced to respond to treatment. 

The ocular disturbance usually consists of dimness of 
vision due to optic atrophy. Retinal haemorrhages have 
been described, but these are associated only with severe 
degrees of anaemia. Optic atrophy was first described as 
an initial symptom of nervous involvement by Cohen (1936), 
and again by Aldren Turner (1940). It is by no means 
dependent on the degree of anaemia, and vitamin-Bi2 de- 
ficiency should be considered as a possible cause of all 
obscure cases of optic atrophy. Benham (1951) has 
described the changes in the visual fields found in this type 
of optic atrophy and states that the defects consist of scoto- 
mata of centrocaecal type with varying degrees of peri- 
pheral contraction. He found optic atrophy in 5 out of 
a series of 112 cases of subacute combined degeneration. 
It is extremely rare for other types of ocular lesion to 
occur, but Turner (1940) mentions a case described by 
Guillain et al. (1938) in which bilateral primary optic 
atrophy was accompanied by external ophthalmoplegia and 
weakness of muscles supplied by the fifth cranial nerve. 
Anaemia did not occur until two years later. 

The distribution of the symptoms in my 14 cases is 
shown in Table I. 


Taste I.—Distribution of Symptoms 


Pronounced slowing of mental processes .. 14 
Confusion and memory defect is 1 
Depression of varying degree ; 
Delusions 

Hallucinations, visual or auditory 

Optic atrophy ‘ 

Epilepsy 

Dysphasia 

Extreme agitation 

Violent maniacal behaviour 


In four cases the psychological symptoms had first ap- 
peared two, three, seven, and eight years before the onset 
of anaemia or other neurological signs, and in two cases 
courses of electric convulsion therapy had been given. It 
could of course be argued that the mental symptoms were 
due to causes other than vitamin-Byz deficiency. In all but 
two cases, however, the mental symptoms disappeared or 
were greatly improved after intensive treatment, and these 
two patients had been severely demented inmates of a mental 
hospital for several months before treatment was begun, 
their dementia having progressed slowly during periods of 
seven and eight years. There is evidence that the mental 
changes are specifically related to a disturbance of cerebral 
metabolism which is corrected by adequate treatment with 
vitamin Bu. 

Scheinberg (1951) has estimated the cerebral blood flow 
and oxygen consumption by the nitrous oxide method of 
Kety and Schmidt in 16 patients with pernicious anaemia, 
and he states that the mental symptoms in these patients 
were related to a decrease in cerebral metabolism which 
was a result of the deficiency state and not of the anaemia. 
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Scheinberg also found electroencephalographic abnormali- 
ties which improved after treatment. Other electro- 
encephalographic studies showing gross abnormalities in per- 
nicious anaemia have been published by Samson et al. (1952) 
and Walton et al. (1954). Walton and his colleagues found 
abnormalities consisting of diffuse slow-wave activity not 
only in cases of subacute combined degeneration but also in 
patients with no sign of neurological involvement. Further- 
more, there was no correlation of the abnormalities with 
the haemoglobin levels or with age. The tracings tended 
to improve seven to ten days after treatment with vitamin 
By. Further evidence of a change in cerebral metabolism 
has been found by Earl et al. (1953), who estimated the 
blood pyruvate levels in patients with subacute combined 
degeneration at the time of giving 100 g. of glucose and 
90 minutes after. They found that the pyruvate levels were 
higher in these patients than in normal controls, but when 
the estimations were repeated after two weeks’ treatment 
normal values were Obtained. 

The salient clinical features of my 14 cases are given in 
Fable II. 


Diagnosis 

The great difficulty in establishing the diagnosis of 
Vitamin-By deficiency with involvement of the nervous 
system is the lack of correlation between the haematological 
and neurological manifestations. There is also a similar lack 
of correlation between the spinal and cerebral symptoms of 
the syndrome. Early diagnosis is essential if treatment is 
to be effective, for the reversibility of neurological symp- 
toms is largely dependent on their duration. In these 14 
cases the diagnosis was established by the presence of signs 
of spinal involvement or peripheral neuropathy, evidence 
of Addisonian anaemia in the blood count or bone marrow, 
and the presence of a histamine-fast achlorhydria in the 
gastric juice, which was a feature of every case. Of the 
simpler diagnostic features, achlorhydria is perhaps the most 
constant and reliable finding, but the deficiency may occur 
rarely in intestinal disorders such as steatorrhoea, when free 
hydrochloric acid may be present in the gastric juice. In 
one case the blood and bone marrow were normal, but the 
achlorhydria and a satisfactory response to treatment pro- 
vided confirmation of the diagnosis, which was largely spec- 
ulative. It is necessary for other diagnostic methods to be 
applied in these difficult cases with normal blood counts 
and bone marrow, and perhaps indefinite neurological signs. 
The following methods have recently been introduced. 

1. Estimation of Serum Vitamin By.—The method 
described by Mollin and Ross (1953), using the specific 
effect of vitamin By on the growth of the alga Euglena 
gracilis, promises to be of great value. It was not used in 
any of the 14 cases in this series, but in a patient seen 
recently in a mental hospital with dementia and an ataxic 
paraplegia, and a normal blood picture and bone marrow, 
serum levels of 90 and 100 xg. of vitamin Bi: per ml. were 
found by Dr. G. I. M. Ross before treatment, and the 
response to large doses of the vitamin is so far highly 
satisfactory. This biological method of assay is likely to 
be the most useful accessory method of diagnosis, and its 
value and application are discussed by Victor and Lear 
(1956). 

2. Gastric biopsy is said to be of value in cases in which 
the blood and bone marrow are normal. This is performed 
through a specially designed gastroscope, and, according to 
Doig et al. (1950), the appearance of the gastric mucosa, 
although not absolutely specific, will differentiate subacute 
combined degeneration from other forms of neuropathy 
associated with achlorhydria, such as alcoholic peripheral 
neuritis. 

3. Electroencephalography, as mentioned above, may be 
of some assistance in establishing the diagnosis, although 
the abnormalities found are not specific. It was done in 
only one case (No. 3) in this series, and slight but definite 
abnormalities were found before treatment, although the 
diagnosis was not in doubt. 
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Taste Il.-Clinical Data in 14 Cases 


VITAMIN-B,, DEFICIENCY = = 


of Vitamin-B), Deficiency With Cerebral Symptoms 


Case | Colour Achior- Spinal Cerebral | Results 
Nc | Age Sex 10° Ht Index hydria Symptoms and Signs Symptoms and Signs j of Treatment 
I | SI M $2 105 09 Spastic paraplegia and pos- | Slowing of cerebration and Mentality normal. Consider- 
| | terior column changes of poor memory. Epilepsy, | able recovery in paraplegia 
| 4 years’ duration > unrelated, for 20 years 
| 
i 4 M +81 ”) j | Gross ataxia and loss of | Severe depression, tre:ted | Completely free of spinal 
j | posterior column sensa by C.T. 3 years before sympioms and depression 
| tion Arefle xia and par- onset of spinal symptoms Areflexia remains 
| j aesthesia in limbs 
4 | M 241 73 126 Sensory loss and weakness | Loss of memory, depres- | Mentally normal Slight 
j | in arms and legs for 18 sion, and slow cerebra | alaxia remains Hair 
j months. Ataxia. Grey tion and speech } darker in colour 
| hair 
4 68 f 3-45 70 10 Paraesthesiac in hands and | Poor memory and slowing | Good recovery from al) 
| j feet. Slight motor weak- of cerebration symptoms 
| | ness in legs 
$ 72 M 204 70 2 | | Minimal sensory loss in | Gross confusion and mem- | Complete recovery in 10 
! feet. Increased reflexes in ory loss. Visual and | days. Onset during treat- 


arms and legs 


auditory hallucinations =| ment of anaemia 


Extremely dull and slow | Moderate improvement in 


| 
62 I | Spastic paraplegia. Sensory 
| loss impossible to | mentality paraplegia Mentality 
i | | estimate remains poor 
§§ I 23 61 1-32 | Severe ataxia and para- | Sine and disorienta- | No improvement in mental 
i } plegia Areflexia and tion yusy and restless. State or paraplegia. Blood 
} | | peripheral sensory loss Gre vaual mental deteri picture returned to normal. 
| Incontinence of urine oration during 8 years | Death from pulmonary 
8 45 M 202 | 49 1-21 | Gross posterior column | Optic atrophy and concen- | Optic atrophy remains, but 
| | | defect. Minimal pyrami- tric diminution of fields otherwise complete re- 
| | | dal signs Deterioration of person- covery 
| | ality. Occasional violence 
| | and hallucinations. Epi- 
| | lepsy 
” 60) t 227 | 48 | 1-06 Moderate paraplegia with | Bizarre somatic hallucina- | Mentally normal. Consider- 
} | i posterior column loss tions. Disorientation and able recovery in paraplegia 
| | slow cerebration. Treated | 
| | | | | by E.C.T. 2 years before | 
| | | | | onset of anaemia 
10 ; | I | 4 | 4 | 15 Severe paraplegia, wasting Severe dementia of slow | No improvement. Death 
j } and incontinence onset during 7 years be- from pneumonia No 
| | | fore anaemia appeared. P.M, 
| | | } | Frequent epilepsy. Optic 
| | atrophy 
11 | 63 I 2-75 Sh 1-01 ; | Spastic paraplegia with | Drowsy and semi-stupor- | Mentally normal. Walks 
| severe ataxia ous. Disorientation. Bila- without assistance. Deaf- 
| } j | | teral deafness ness unaltered 
12 | 68 | M j 207 |; 43 | 1-07 | + Ataxia, paraplegia, gross | Severe memory loss and | Good recovery from sensory 
| } | | peripheral sensory loss. | confusion. Optic atrophy loss. Some residual para- 
j | | Unable to stand or walk and concentric contrac- | plegia Memory and 
| { | | tion of fields | erebration good. Vision 
| | j remains poor 
13 32 ! 143 | 32 114 Extreme ataxia and moder- | Severe agitation and depres- | Mental state much improved. 
i | | ate paraplegia sion. Tearful and fright- Moderate paraplegia re- 
14 i ot M ] 14 | 32 | 1-45 | } Spastic paraplegia. Gross Severe confusion and mem- | Complete recovery from 
i | | | ataxia Retention of | ory defect. Lit pipe with mental symptoms and 
| | | | | urine | £1 notes, Speech unin- considerable recovery in 
| | telligible paraplegia. Return of 
normal sphiacter control 


~4. Muscle biopsy, preferably from the lower legs, is at 
present being studied as a diagnostic method by my col- 
league Dr. A. L. Woolf. He has found definite changes in 
the terminal fibrils of peripheral nerves stained vitally with 
methylene blue in cases of subacute combined degeneration 
with only minor neurological signs. These changes consist 
of “ ballooning” of the myelin sheath very similar to that 
which is seen in sections of the spinal cord and brain, ex- 
cessive branching of the terminal fibrils, and defective form- 
ation of the subneural apparatus. If these changes are 
eventually shown to be specific this may be a diagnostic 
procedure much easier of application than the complicated 
ones mentioned above. 

The occasional difficulties in diagnosis are well illustrated 
by the following case histories 


Case 1 

A man aged 5] was admitted to the Midland Centre for 
Neurosurgery on August 24, 1955, for investigation of weak- 
ness of the legs which had increased during the previous 
four years. The increase in weakness had been rapid during 
the past few weeks, and in addition slowness of speech 
and cerebration and poor memory had appeared, He had 
had infrequent epilepsy for the past 20 years, and for the 
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past eight years had had pain in the mid-dorsal region since 
being struck a heavy blow by the end of a wire rope which 
broke during his work, 

On examination the cranial nerves were normal. His 
speech and responses to questions were very slow and his 
memory was defective. There was no motor or sensory 
abnormality in the arms. The legs showed a mild spastic 
paraplegia with increased tendon jerks and extensor plantar 
responses. There was impairment of sensation to pinprick 
and light touch, and also to temperature up to the fourth 
dorsal level. Joint and position sense were grossly impaired 
in the feet and vibration sense was lost up to the pelvic 
brim. Romberg’s sign was pronounced and his gait was very 
unsteady. 

Radiography of the spine showed collapse of the vertebral 
bodies of D 4 and D7 with pronounced wedging, but lumbar 
puncture revealed no spinal block and the C.S.F. was normal 
apart from a slight change in the middle zone of the col- 
loidal gold curve. Myelography revealed no filling defect 
at any level of the vertebral column, in spite of the col- 
lapsed vertebral bodies. The blood picture was completely 
normal, the haemoglobin being 105%, and the bone marrow 
was also normal. The Wassermann reaction was negative. 
A histamine-fast achlorhydria was present, 
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A tentative diagnosis of vitamin-By deficiency with both 
spinal and cerebral changes was made, and after an initial 
dose of 100 «ug. of cyanocobalamin (“ cytamen”™) there was 
a rapid improvement in cerebration, followed later by a 
marked improvement in the ataxia and weakness of the 
legs. Some spasticity was still present after nine months, 
but the patient had returned to work and could walk for 
long distances and stand for long periods. Although it is 
improbable that his epilepsy is related to the deficiency, it 
is interesting that he has had no further fits during the nine 
months since leaving hospital. The menial changes in this 
patient were much more noticeable in retrospect after 
treatment. 

Case 8 

A man aged 48 was admitted to the Midland Centre for 
Neurosurgery on December 9, 1954. A gradual deteriora- 
tion of personality had been noticed by his family during the 
previous 12 months. He had become irritable and com- 
plained of occipital headaches. Occasional vomiting 
occurred and sometimes the headaches were accompanied by 
a transient diplopia. Dimness of vision had slowly appeared. 
Three months before admission he had noticed soreness of 
the feet and calves and his gait had become unsteady. One 
month before admission he had had occasional incontinence 
of faeces and urine, and peculiar trance-like “ absences ” in 
which his arms moved in an incoordina‘e way. Three weeks 
before admission to the centre he was admitted to another 
hospital because of his disordered behaviour. He poured 
large amounts of salt, pepper, vinegar, and sugar on all his 
food, of whatever kind, and poured tea on the floor instead 
of into a cup. He was seen to have several epileptic attacks, 
and after these he became violent and maniacal for long 
periods and was given intramuscular paraldehyde, which 
later caused a large abscess in the left buttock. It was 
stated that a blood count done one month previously had 
shown no abnormality, the haemoglobin being 100%, but 
full details were not given. 

When first seen he was wasted and cachectic and appeared 
to be anaemic. He answered questions lucidly, but was very 
slow in his replies. There was bilateral optic atrophy, with 
a Visual acuity of 6/18 and some concentric contraction of 
the fields and slight enlargement of the blind spot, but 
other cranial nerves were normal. Motor power was weak 
in the arms, but co-ordination and sensation were normal. 
Both legs were oedematous and a spastic paraplegia with 
increased reflexes, a left extensor plantar response, and a 
doubtful right extensor response were present. There was 
no definite impairment of sensation to light touch or pin- 
prick in the legs, but gross loss of position sense and vibra- 
tion sense, and Romberg’s sign, were present. The oedema 
was obviously due to a large abscess in the left buttock. 
He was found to have a macrocytic anaemia with a haemo- 
globin of 49°, and a leucocytosis of 16,500 with 85% of 
polymorphs, but there was no pyrexia. At this time the 
tentative diagnosis was spinal and cerebral metastases, prob- 
ably from a carcinoma of the stomach, as on December 14 
a histamine-fast achlorhydria was found. 

The abscess was drained and the pus gave a pure culture 
of Cl. welchii. Following the drainage of the abscess he 
developed visual and auditory hallucinations and was very 
violent. He then became semi-stuporous, He was given 
blood transfusions and large doses of vitamin By, and also 
chlortetracycline. By December 27 he had greatly improved. 
There was no mental confusion or detectable sensory dis- 
turbance in the legs and the haemoglobin had risen to 80%. 
He was discharged from hospital on January 15, 1955, and 
the neurological signs, apart from the optic atrophy, which 
was unchanged, consisted only of a slight spastic weakness 
of the legs, causing very little disability. He has since re- 
mained well on a dose of 500 yg. of cyanocobalamin 
monthly, and there has been no further mental disturbance. 


Treatment 


It is certain that much larger doses of vitamin By are 
needed for the treatment of neurological manifestations of 
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deficiency than for the maintenance of a normal blood 
count, and, indeed, neurological symptoms may appear, as 
in Case 5, when the haematological response to treatment 
seems to be satisfactory. Infection also may cause a rapid 
evolution of neurological symptoms, as is shown by Case 8. 
An effective routine dosage of vitamin By for the treatment 
of spinal or cerebral manifestations of deficiency is an 
initial dose of 1,000 «g., followed by 500 pg. twice weekly 
for the first month and thereafter not less than 100 »g 
weekly for the next six months. If monthly injections are 
given it is safer to use a large dose of 1,000 »g., as much 
of the vitamin is lost in the urine, If infection occurs it is 
advisable to increase the dose considerably. Oral prepara- 
tions of intrinsic factor with vitamin By are sull not fully 
evaluated and should not be used for the treatment of neuro- 
logical symptoms. Liver preparations are obsolete, and, 
although they served a useful purpose before pure prepara- 
tions of vitamin By were available, their therapeutic effi- 
ciency was very variable and unreliable. 


Histopathology of the Cerebral Lesions 

Many papers have described the spinal lesions of subacute 
combined degeneration since the first account by Lichtheim 
in 1887, and in the early part of this century there were 
several scattered references to the cerebral lesions, but in 
many of them the diagnostic criteria were inadequate by 
modern haematological criteria. It is probable that some of 
the lesions described, such as perivascular haemorrhages 
and changes in blood vessels, were due to anoxia associated 
with severe anaemia which may or may not have been truly 
Addisonian, rather than to a deficiency of vitamin By. 

Adams and Kubik (1944) appear to have been the first 
authors definitely to state that the cerebral lesions are 
essentially the same as those found in the spinal cord and 
consist of diffuse although uneven degeneration of the 
white matter, with relatively little proliferation of the fibrous 
glia or of specific changes in nerve cells, They state that 
the pathological process is unique and easily distinguished 
from that of other diseases involving the white matter and 
from that of pellagra. In pellagra, as was pointed out by 
Greenfield and Holmes (1939), the lacunar appearance due 
to gross distension of the myelin sheaths which is character- 
istic of subacute combined degeneration is absent and 
chromatolysis is present in many ganglion cells, especially 
the anterior horn cells and cells of the cranial motor nuclei 
The Betz cells of the motor cortex in pellagra show the 
“ central neuritis ” described by Adolf, Meyer, and the degen- 
eration of corticospinal tracts which occurs is probably 
secondary to this and not to a demyelinating process 
primarily affecting white matter. 


Histology of Two Fatal Cases 

Dr. A. L. Woolf and I have made full histological exam- 
inations of the brains and spinal cords in two fatal cases of 
vitamin-By deficiency which presented clinically with severe 
spinal symptoms and mental disturbance. 

The first of these two cases was No. 7 in Table Il, a 
woman aged 55 whose mentality had gradually deteriorated 
during the previous eight years. At first she was mildly 
confused and her memory was defective, but deterioration 
was very slow. Early in 1955 her gait became ataxic and 
gross delusions and disorientation appeared. In September 
pernicious anaemia and subacute combined degeneration 
were diagnosed, but intensive treatment produced no im- 
provement in her ataxic paraplegia or her mental condition 
and she was certified and admitted to a mental hospital. The 
blood picture had become normal, but she was grossly 
deluded, noisy and restless, incontinent of urine and faeces, 
and severely paraplegic, with loss of tendon reflexes in the 
legs and arms, severe ataxia and bilateral extensor plantar 
responses. Phlebothrombosis and oedema of the legs devel- 
oped and she died of a pulmonary embolus on January 3. 
1956. Necropsy revealed a large pulmonary embolus and 
also a severe haemorrhagic cystitis. Macroscopic examin- 
ation of the brain and spinal cord revealed no gross abnor- 
malities. 
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Sections of the spinal cord showed the typical “ status 
spongiosus " of subacute combined degeneration, with pro 
nounced changes in the posterior and lateral columns. Serial 
sections of the brain showed diffuse degeneration in the 
white matter with myelin staining, particularly in the cen 
trum semiovale on both sides. More focal areas of degener- 
ition were seen in the frontal lobes and the brain stem 
Niss] staining showed no pronounced changes in nerve cells, 
but there was some microglial proliferation in the frontal 
lobes, and swollen pale glial cells were seen in many areas 
Occasional macrophages filled with fat were seen in the de- 
generated areas in sections stained with Scharlach R, but 
these were not ays numerous as in the second case. 

In the second case examined histologically the brain and 
spinal cord and clinical details were kindly supplied by Dr 
D. J, O'Sullivan, of the Royal Hospital, Wolverhampton. 

A woman aged $1 had complained of inability to walk and 
numbness in her feet for about a vear. She was admitted 
to hospital on December 31, 1955. During the previous two 
months her ankle had become swollen and her tongue sore, 
and considerable mental confusion and disorientation had 
appeared. She could give no coherent story of her com- 
plaints or their duration and had no idea of time or her 
surroundings She had a severe flaccid paraplegia with 
areflexia in the legs, severe sensory loss, and extensor plantar 
responses. She was incontinent of urine and faeces. Addi- 
sonian anaemia, with a haemoglobin of 50%, and a typical 
megaloblastic marrow, was present. She became increasingly 
stuporous, and in spite of large doses of vitamin By and 
blood transfusions she died on January 5, 1956. Necropsy 
showed death to be due to purulent bronchopneumonia and 
haemorrhagic cystitis, The cut surface of the spinal cord 
showed some translucency of the posterior and lateral 
columns, but there were no conspicuous macroscopic 
changes in the brain 

The neuropathological findings were similar to those in 
the first of these two cases. The appearance of the spinal 
cord was again the typical “ status spongiosus.” The areas 
of degeneration in the cerebral white matter were widely 
scattered, but more focal and smaller in area than in the 
other case. They were pronounced in the corpus callosum, 
but were also seen in the frontal and parietal lobes. The 
pale foci in sections stained for myelin showed a corre- 
sponding distribution of fat globules in macrophages in sec- 
tions stained with Scharlach R. Mallory’s stain showed a 
slight excess of fibrous glia in some degenerated areas, but 
this was not a prominent finding. The staining reactions of 
the cerebral lesions were in all respects similar to those in 
the spinal cord in both cases, and we are able to confirm 
Adams and Kubik’s (1944) statement that the cerebral and 
cord lesions are almost exactly alike. Furthermore, the 
demyelinating process involves the peripheral nerve as far 
down as the terminal fibrils in muscle, as mentioned above. 
The only histological difference in these two cases is that in 
the first, in which the mental symptoms had been present for 
eight years, the cerebral lesions were more diffuse than in 
the second case with a much shorter duration of dementia, 
where the lesions were mainly foci of small size. 


Summary 

The brain lesions which form part of the neurological 
syndrome of vitamin-B,, deficiency, although they have 
been recognized for more than half a century, are still 
much less familiar than those which occur in the spinal 
cord and peripheral nerves, to which by long usage the 
term “subacute combined degeneration” has been 
applied. The end-result of unrecognized and untreated 
cerebral lesions may be a severe dementia, even more 
crippling than the paraplegia produced by the spinal 
lesions, but early treatment will produce complete 
remission. 

An attempt is made to clarify the clinical picture so 
far as cerebral symptoms are concerned and to empha- 
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size once again that they deserve more attention in 
psychiatric diagnosis. The symptoms may be classified 
as mental and ophthalmological, the latter nearly always 
being due to optic atrophy. They are illustrated by 
reference to a series of 14 personal cases. Good 
recovery from varying degrees of mental derangement 
occurred in 11 cases after intensive treatment with 
vitamin B,,. The cerebral symptoms preceded the 
appearance of Addisonian anaemia or of spinal and 
peripheral nerve involvement by several years in some 
instances. 

The evidence that these cerebral symptoms are 
specifically related to the deficiency and not to anaemia 
is discussed by reference to recent literature. The 
diagnosis is also discussed and reference is made to the 
used of recently developed techniques, such as the assay 
of vitamin B,, in the serum, using the alga Fuglena 
gracilis, gastric biopsy, and electroencephalography. 
These methods may be very valuable in cases in which 
there is no evidence of macrocytic anaemia, megalo- 
blastic reaction in the bone marrow, or subacute com- 
bined degeneration of the cord. 

The histopathological findings in two fatal cases are 
briefly described. These confirm that the lesions in the 
brain in patients with established vitamin-B,,, deficiency 
and psychotic symptoms are essentially similar to those 
found in the spinal cord in subacute combined degenera- 
tion, and consist of diffuse and focal areas of degenera- 
tion in the cerebral white matter, with relatively little 
proliferation of fibrous glia. 


I am grateful to my colleagues Professor P. C. P. Cloake and 
Dr. E. R. Bickerstaff for allowing me to include Cases 9 and 3 in 
the series; to Dr. A. L. Woolf for the extensive histological ex- 
aminations ; and to Dr. G. I. M. Ross, of Westminster Hospital. 
for serum vitamin-B,, assays. 
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Speaking to the Section of General Practice of the Man- 
chester Medical Society on November 26, Mr. D. Lt. 
Grirritus, F.R.C.S., said that 8% of the patients attending 
an orthopaedic out-patient clinic were complaining of pain 
in or down the arm, About half of these had demonstrable 
shoulder lesions, and another quarter were considered to 
be suffering from cervical spondylosis. Referring to the 
question of the pathology of these conditions, Mr. Griffiths 
stressed the importance of what were coming to be recog- 
nized as collagen diseases, Surgical treatment had limited 
value, and there was a danger of over-treatment by physical 
methods. It had to be admitted, he concluded, that we 
knew so little of the proximate mechanism of pain pro- 
duction in the arm that the approach to the individual 
patient had to be largely empirical. 
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DIAGNOSIS AND SURGERY 
OF HIGH-PRESSURE VENOUS LEAKS 
IN THE LEG 
A NEW OVERALL CONCEPT OF SURGERY OF 
VARICOSE VEINS AND VENOUS ULCERS* 
BY 


F. B. COCKETT, MLS., F.R.C.S. 
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Varicose veins have often been referred to as the 
Cinderella of surgery. This has been an apt simile, for 
she was apparently a drudge and few people took the 
trouble to take a really good look at her. When they 
did look at her, as the prince found out, she was found 
to be fascinating and attractive. ; 

The key to the understanding oi varicose veins and 
their effects lies first in knowing the physiology of 
venous return from the leg, and only then can we 
appreciate the disordered physiology which results in 
varicose veins and venous ulcers. Following on this, the 
key to proper diagnosis and surgical treatment is a com- 
plete knowledge of the venous anatomy. The applica- 
tion of certain new operative methods and new 
instruments, and an awareness of the supreme 
importance of post-operative care,in these patients, have 
each added their quota towards Cinderella’s transforma- 
tion. 

Physiology 

The venous return from the legs of a man lying horizontal 
is by a completely different mechanism to that of a man 
in his more usual 
vertical position. 
With the legs hori- 
zontal at or above 


LONG heart level, the 
normal arterial vis 


a tergo is all that 
is required to re- 
turn the venous 
blood, and all veins 
in the limb, super- 
ficial and deep, 
play equal parts. 
ons With man_ erect, 
however, the ven- 
ous return from the 
! legs and feet de- 
pends almost en- 
tirely on muscular 
activity and in 
particular on that 
beautiful mechan- 
ism the calf 
pump. 

The leg can be 
regarded as a mass 
of strong muscles, 
Fic. enveloped by a 
logy and anatonty of the venous drainage tight fancia, the 
are enclosed within a musculo-fascial fascia lata. The 
sheath. Piercing this sheath in the leg fascia is  particu- 
are of larly strong and 
(2) larger closely applied in 

direct. the lower leg and 

calf region. This 

arrangement of a powerful muscle within a closely investing 
rigid fascial envelope forms a very efficient pump. When 
the calf contracts, blood in the vessels within the musculo- 
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*Read in the Section of Surgery at the Annual Meeting of the 
British Medical Association, Brighton, 1956. 


fascial envelope normally leaves it only in an upwards 
direction, with considerable force, owing to the arrangement 
of the valves. 

Fig. 1 illustrates this mechanism diagrammatically. It 
will be seen here that certain veins perforate the musculo- 
fascial sheath to drain the subcutaneous tissues and skin. 
There are two long collecting veins, the great and short 
saphenous, which perforate the sheath to join the deep veins, 
at the groin and at the popliteal fossa respectively. 

In addition, there are a number of shorter perforating 
veins, which are of two sorts, as shown in Fig. 1. (a) There 
are a fairly large number of very small indirect perforating 
veins dotted about over the big muscle bellies—they are 
small and numerous and connect minor venous channels in 
the skin and subcutaneous tissues with small intramuscular 
veins. (b) There are also a small number of direct perforat- 
ing veins. These open direct into the main deep veins of the 
limb, are few, are found in certain definite anatomical 
situations, particularly round the ankle, and are of great 
importance. (The great and short saphenous are really 
examples of specially large and constant direct perforating 
veins.) 

Now, it is easy enough to understand how the blood inside 
the musculo-fascial sheath is returned against gravity, by the 
activity of the calf pump. How is venous drainage of the 
subcutaneous tissue and skin outside the musculo-fascial 
envelope of the ankle and leg effected in the erect position ? 
This is the tissue which particularly concerns us in connexion 
with varicose veins and ulcers. In order to understand this 
fundamental point we must consider the measurement of 
venous pressures in the leg and foot. 

When a man is standing in the upright position the pres- 
sure in a superficial vein of the leg or foot is equal to the 
height of a column of blood from that point up to the 
heart—that is, about 120 cm. of water or 80-100 mm. Hg 
(Fig. 2). This pressure is the same both inside the musculo- 
fascial sheath in the main deep veins and outside it in the 
superficial veins, at the same level in the limb. When the 


Fic. 2.—-The man on the left is standing still. The pressure it 
his deep veins and superficial veins is the same, and is equa! 
to the pressure of a column of blood extending from that point 
to the left auricle. The man on the right is exercising his calf 
pump. The pressure in the deep veins remains high, but the 
pressure in the superficial veins has fallen almost to zero, as the 
blood in them ha; been aspirated into the calf via the perforating 
veins. 
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imb is exercised, however, such as by marking time, a 
striking change takes place At once the pressure in the 
superficial veins falls to nearly zero Ihe pressure in the 
main deep veins, however, remains high with violent fluctua- 
tions coinciding with muscular contractions. Thus, m some 
remarkable way (Héjensgard and Stiirup, 1952a) the activity 
of the calf pump drains the subcutaneous tissues of venous 


hlood very efficiently The clue to how this occurs 1s 
given if the behaviour of some radio-opaque substance, such 
is pyelosil 35%, injected into the subcutaneous veins of the 
dorsum of the foot, is watched under the screen At rest, 


with the patient upright, the contrast medium hangs about 
in the superficial veins, showing little tendency to move 
As soon as the calf pump is put into action, however, the 
contrast medium disappears from the superficial veins, 1s 
seen to enter the deep veins of the calf, and within a few 
seconds is seen in the popliteal vein. None or very little 
iscends the limb by way of the great saphenous vein 

Thus, in the exercising limb the venous blood from the 
ubcutaneous tissues is sucked inwards via the perforating 
veins, into the deep veins, and thence pumped upwards by 
the call pump In other words, the flow is “ centripetal.” 
Hojensgard and Stiirup (1952b) have shown very nicely, by 
simultaneous pressure measurements of superficial and deep 
veins during exercise, that the venous blood is literally 
uspirated into the calf pump via the perforating veins, during 
the phase of diastole of the calf pump 

We can now appreciate the enormous importance of the 
strategic valves which guard the entrance of the perforating 
veins into the deep veins. They prevent reflux outwards 
into the subcutaneous tissues during the phase of muscular 
contraction. If one of these valves becomes incompetent or 
s destroyed, the affected perforating vein in effect becomes a 
high-pressure leak, and the normal high venous pressure, 
which occurs in the deep veins, is transmitted into the super- 
ficial venous network drained by the particular perforating 
vein whose valve has ceased to function 

Now, turning back to our basic diagram (Fig. 1) of the 
venous system of the leg, a leak at the top of the limb, such 
is might occur through an incompetent great saphenous 
valve, transmits only a pressure of round about 40-50 
mm. He, which is the normal pressure in the deep vein 
at this level of the limb Moreover, this pressure leak is 
transmitted into a long, fairly strong vein with numerous 
branches, and therefore the leak is, as it were, disseminated 
much more easily 


NORMAL 


Fic. 3.—Progress of the great saphenous leak. A, Normal 
inatomy 1, Antero-lateral branch 2. Postero-media! branch. 
3, Anterior branch at knee level. 4, Posterior arch vein. 5, Direct 
ankle-perforating veins. B, Early stage—great saphencus leak 
C, Advanced great saphenous leak, but with competent ankle per 
forators (dilated veins round ankle but no ulcer). D, Advanced 
great saphenous leak with, in addition, an incompetent direct 
ankle perforator (severe eczema or varicose ulcer). 
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On the other hand, a leak at the bottom of the limb, 
such as might occur through an incompetent § ankle- 
perforating vein, will transmit a pressure of 100 mm. Hg 
straight out on to the delicate venous mesh round the 
ankle, with explosive effect. This is a high-pressure leak 
indeed 

Thus, in the normal exercising leg the pressure in the deep 
veins (inside the deep fascia) is high, while the pressure 
in the superficial veins is low or almost zero. The basic 
pathology of varicose veins and venous ulcers, and other 
disorders, is the destruction of a valve or valves in one 
or more perforating veins, allowing this high internal pres- 
sure to be transmitted out to the superficial system, with 
its consequent steady gradual dilatation and degeneration 

The art of diagnosis and treatment of venous disorders 
lies in an exact knowledge of where these leaks are likely 
to occur, and what the effects of each leak are. The earlier 
a leak is diagnosed and stopped up by efficient surgery, the 
less will be the irreparable damage to the superficial veins 
and tissues. 

Let us now turn to a more detailed consideration of the 
sites of high-pressure venous leaks from the deep veins 
The common high-pressure leaks are the long saphenous 
leak, the short saphenous leak, and the perforator leaks. 


Long Saphenous Leak 


The normal pressure in the deep veins in the erect position 
at the level of the inguinal fold is about 40 mm. Hg, and 
therefore this ts the extent of the pressure leak which occurs 
if the highest saphenous valve becomes incompetent, This 
force then steadily acts as a retrograde dilator of the whole 
great saphenous system. This retrograde dilatation may 
take many years to reach its maximum effect, and the slow 
but inexorable march of events is shown in Fig. 3. The 
retrograde dilating pressure of 40 mm. Hg is greatly enhanced 
by muscular activity or effort For instance, a housewife 
bending over a sink washing is increasing this dilating force 
up to 70-80 mm. Hg or more at each effort she makes 
Coughing causes a powerful retrograde pressure wave, which 
can be appreciated by the finger over the vein as a cough 
impulse. In the early years of the valvular incompetence, 
only the upper reaches of the great saphenous system may 
become dilated, but later the steady thrust of the retrograde 
dilating pressure affects the lower reaches round the ankles. 
There are several remarkable and little-appreciated facts 
about the progress of this retrograde dilatation. The ana- 
tomy of the great saphenous system, although variable in 
detail, follows a steady basic pattern, which is shown in 


Fig. 3 A. The great saphenous trunk itself is a strong 
muscular structure—it becomes dilated but almost never 
tortuous. The branches of the great saphenous trunk, 


however, are thin-walled and weak; they were never de- 
signed to stand up to high intravenous pressures. Thus, 
when the retrograde dilating pressure reaches them they 
become enormously dilated and tortuous, and eventually 
completely outstrip the parent trunk in size and prominence 
These masses of dilated varices that one sees on the limb 
are therefore the dilated and tortuous branches of a trunk 
which remains straight albeit dilated, and in even moder- 
ately well covered limbs is situated so deep that it is often 
not visible at all. This is the reason why it is possible to 
strip the great saphenous vein even in the more advanced 
cases, because the stripper passes up the main straight trunk. 

Another important fact to grasp is the anatomy of the 
venous drainage of the inner side of the leg. Reference to 
Fig. 3 A shows that there is a major branch of the great 
saphenous vein joining it at knee level, called the posterior 
arch vein (first illustrated by Leonardo da Vinci). This 
vein takes the brunt of the retrograde dilating force when 
it reaches knee level and, as it dilates, transmits this high 
pressure to the area of the ankle which is drained by the 
inner ankle-perforating veins (the ulcer-bearing area). If 
the ankle-perforator valves are competent, these veins 
steadily “drain off” this high pressure into the calf pump. 
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and little more than eczema or a small easily controlled 
ulcer may result (Fig. 3 C). If, however, in addition, the 
valve of one of the ankie perforators becomes incompetent, 
a summation of the pressure effects of the long saphenous 
leak and the higher pressure of the ankle-perforator leak 
occurs in this area and the result is serious ulceration and 
induration (Fig. 3 D) (the lesion classically known as a 
varicose ulcer). 

Treatment of Long Saphenous Leak.—1) Stop up the 
leak at its source. This means flush sapheno-femoral liga- 
tion. If one small branch is left between the ligature and 
the femoral vein, this will still transmit the high-pressure 
leak and the whole procedure will be invalidated. (2) Re- 
move so far as ts possible the effects of the leak. Strip the 
dilated great saphenous trunk. The combination of flush 
sapheno-femoral ligation, and stripping, gives results far in 
advance of anything which has hitherto been tried, even in 
advanced cases. (3) Look for and stop up any coexistent 
leaks. In particular an ankle perforator must be looked 
for and tied if there are dilated veins in the ankle area or an 
actual ulcer. 


Short Saphenous Leak 


The short saphenous vein penetrates the fascia of the 
popliteal fossa to join the popliteal vein. Its entrance into 
the popliteal vein is guarded by a valve. If this valve is 
destroyed (as by a thrombus) or becomes incompetent it 
will constitute another outward leak from the deep veins. 
The pressure in the popliteal vein, with the patient erect and 
exercising, is higher than that in the femoral vein at the 
groin by about 20-30 mm. Hg, so a leak at popliteal level 
will transmit a pressure of around 60-70 mm. Hg, especially 
during muscular exercise. 

Reference to Fig. 4 will show how this high pressure 
is transmitted out to a short strong straight vein which runs 
down to the lateral aspect of the ankle, where it collects 
the venous drainage by a large number of smaller veins, 
mainly from the region over and behind the lateral malleolus. 
It communicates with the internal ankle-perforator system, 
however, by veins which pass medially round the limb 
behind the soleus and tendo Achillis. 

The effect of this leak is strictly analogous to the long 
saphenous leak. The retrograde dilating force is greater, 
and its effect is to dilate the trunk of the short saphenous, 
which, however, remains straight. The branches, however, 


Fic. 4.—Progress of short saphenous Ieak. A, Normal anatomy 
(there are many variations, but this is the common anatomy). 
There is usually one lateral direct ankle-perforating vein in the 
position shown. B, Uncomplicated short saphenous leak. Note 
great dilatation of terminal branches round lateral malleolus. 
C, Short saphenous leak, plus lateral perforator leak (usually 
oedema, and eczema or ulceration behind lateral malleolus). 
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especially those round the lateral malleolus, become en- 
larged and dilated. The effects of this leak are more serious 
than those of the great saphenous leak and make their 
presence felt more quickly. The patients complain of 
swelling of the ankle, particularly behind the lateral mal- 
leolus, aching, and eczema which is typically first seen be- 
hind the malleoli in the post-malleolar groove. If short 
saphenous incompetence is combined with lateral ankle- 
perforator incompetence (Fig. 4), then the effect may be a 
disabling retro-malleolar ulcer. 

The short saphenous leak is much more common than is 
generally supposed and is one of the causes of so-called 
recurrent varicose veins, in that it is often overlooked when 
operation is performed on the great saphenous system. 

Treatment of Short Saphenous Leak.—41) Stop up the 
leak at its source. This means a flush sapheno-popliteal 
ligation in the popliteal space. Again, any tributary left 
between the ligature and the popliteal vein will still transmit 
the high-pressure leak, and will further cause the develop- 
ment of a crop of small varices round the scar, which are 
especially troublesome in the popliteal fossa. (2) Remove 
the effects of the leak. The short saphenous system is 
stripped from lateral malleolus to popliteal fossa. (3) Look 
out for and stop up any coexistent leaks—the most common 
one is the lateral ankle-perforating vein. 


Perforator Leaks 


We have seen (Fig. 1) that the perforating veins are of 
two types: indirect and direct. 

The indirect ones are small, numerous, and inconstant, 
and are scattered over the big muscle bellies. A leak from 
one of these has no serious effects, except perhaps the 
development of a small crop of tiny dilated surface venules 
near the perforator in question. 

The direct perforating veins, however, are few and rela- 
tively constant in position, and they open into the main deep 
venous trunks. A leak from one of these has more serious 
effects. It is therefore important to know their exact 
position. 


Fic. 5.—Two venograms, showing the normal (A) and the in- 
competent direct perforating vein which is fairly constantly found 
at the lower third of the thigh (B). The enormous dilatation 


perforating vein can undergo is well 
illustrated. 


which such an incompetent 
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There is one constant perforator at about the lower third 
of the thigh (Fig. 5), which usually runs direct from the 
saphenous vein, or one of its small branches, into the main 
deep femoral vein, or one of its venal comites. The effect of 
a leak here (a relatively low-pressure leak) is comparable to 
the effects of the great saphenous leak. The position and 
the effects of a leak via this perforating vein are shown in 
Fig. 5. 

The most important direct perforating veins, however, are 
found in the lower half of the leg. This part of the leg 
has relatively little in the way of muscle bellies, and thus 


Fic. 6.—Positions of direct ankle-perforating veins of inner and 

outer sides of leg They are the main venous drainage of the 

ankle skin (ulcer-bearing area) in the erect position, The 

numbers |, 2, and 3 refer to main groups of branches of the great 

saphenous vein which join it at or about knee level. No. 3 is the 

important posterior arch vein leading down to the area of ankle 
drained by the ankle-perforating veins. 


Fic. 7.—Effects of incompetence of ankle-perforating veins, The 

effects of a high-pressure leak at the bottom of the calf pump is 

a steady dilatation of the perforating vein and the whole venular 
bed which it drains. 


the small indirect perforating veins are absent here, the 
major part of the venous drainage of the area being handled 
by four fairly constant large direct perforating veins. Their 
anatomy is shown in Fig. 6. There are usually three on the 
inside of the limb and one on the outside. 

The lowest of the three perforating veins on the inner 
side of the limb, which occurs just behind the medial 
malleolus, is relatively small and unimportant, and becomes 
incompetent less often than the upper two. These veins are 
then the main venous drainage of the ulcer-bearing area of 
the ankle in the erect position. If the valve at the junction 
with the deep posterior tibial vein is destroyed, or becomes 
incompetent, these short wide veins constitute a high-pressure 
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leak at the bottom of the calf pump. When the calf pump 
is in action a pressure of about 100 mm. Hg—that is, about 
normal arterial pressure—is transmitted straight out into 
the fine venous mesh round the ankle (Fig. 7). This causes 
a considerable local venous hypertension in the subcutaneous 
tissues of the ankle. The immediate effect of this is some 
swelling, a tense uncomfortable feeling, and the appearance 
of dilated venules. These dilated venules appear particularly 
as a “flare” disappearing into the heel pad—the “ankle 
flare,” a most important sign of a venous lesion at the ankle 
(Fig. 8). 


Fic. 8.—Ankle flare. This flare of dilated venules draining away 

into the heel pad is a typical sign of a venous ulcer or of ankie- 

perforator incompetence or of superficial gross venous 
incompetence. 


Fic. 9.—A, Venogram of an ulcer. B, Arteriogram of an ulcer. 

These two pictures show how the subcutaneous tissues of the 

ankle under and around a venous ulcer are honeycombed with 

small dilated vascular channels. This haemangioma-like sponge 

can be filled equally well with contrast medium from either the 
venous or the arterial side of its circulation. 


The next effect may be the appearance of either of two 
typical lesions: (1) In the thin leg without much fat a scaly, 
itchy, dry eczema appears over the ankle area, or (2) in the 
fat cold leg, which many women possess, a hard indurated 
painful plaque appears, which is red, hot, and tender in the 
early stages. This is an area of fat necrosis and is the 
initial lesion of the induration which is so typical of these 
legs. Pigmentation starts to appear at this stage as well. 

The last stage in the process is the appearance of the 
ulcer, which may either break out on its own or be pre- 
cipitated by trauma. 
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Thus, the venous ulcer, far from being an ischaemic 
lesion, is a hyperaemic lesion. It is sitting on a honeycomb 
of dilated venules which in fact is rather like a haemangioma. 
The longer the ulcer has been present the more profuse and 
sponge-like is the venous sump on which the ulcer sits. 
Moreover, as time goes on, this hyperaemic area acquires 
an increased arterial supply ; and this venous “ sump ” under 
the ulcer can be filled equally well from the arterial or 
venous side of the circulation, and therefore can be shown 
equally well by an arteriogram or a venogram (see Fig. 9). 

Finally, the cause of destruction of the strategic valve in 
the ankle-perforating veins, and therefore the cause of their 
incompetence, is deep thrombosis in the majority of cases. 
Post-thrombotic ankle-perforator incompetence is therefore 
the main immediate cause of the ulceration, induration, and 
swelling of the ankle, which is such a prominent feature of 
the post-thrombotic syndrome of the leg. 


Treatment of Perforator Leaks 

The treatment of high-pressure leaks at the ankle, per- 
forator leaks, and their effects, is to relieve the unnatural 
venous hypertension in the subcutaneous tissues of the ankle 
region. This can be done by conservative methods or by 
operation, 

Conservatively—41) By putting the patient flat, with the 
feet a little above heart level (raising the foot of the bed). 
(2) By applying an elastic compressing force from the outside 
(this is the basis of the elastic-stocking and elastic-bandage 
method of healing ulcers). 
~ Operatively—By finding and ligating the incompetent per- 
forating veins. They must be ligated at source—that is, 
either below or as they emerge from their holes in the 
deep fascia. This simple measure will control and heal 
early cases of ankle ulceration. In the more widespread and 
long-standing cases, as much as possible of the haem- 
angioma-like venous sump round the ankle must be removed 
as well, to get a good and lasting result. The exact tech- 
nical methods of achieving this have been dealt with else- 
where (Cockett, 1955 ; Dodd and Cockett, 1956). 


Conclusion 


In this short paper I have attempted to deal only with 
the main mechanical principles underlying the pathology 
of varicose veins and venous uicers. En passant, as it 
were, a very beautiful and intricate piece of physiclogy 
has been explored—the mechanism of venous drainage 
of the subcutaneous tissues of the leg and ankle in the 
erect position. Only if this physiology and the exact 
anatomy of the main perforating veins are mastered does 
the story of varicose veins and venous ulcers become 
intelligible. Once it is mastered the art of diagnosing 
the exact site of the venous leak or leaks in a patient 
who presents with varicose veins or an ulcer becomes an 
interesting clinical exercise. 

Successful surgery then depends to a great extent on 
just how much time and care the surgeon is prepared to 
spend on his patient. The proper performance of the 
various flush ligations of the perforating veins at all 
levels in the limb needs time and care. The ancillary 
procedures, like stripping and skin grafting, need 
scrupulously careful operative technique and aftercare. 
Successful surgery of varicose veins cannot be done in 
ten minutes at the end of a long list. 
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The cornu Ammonis has in recent years received much 
attention in the discussion of the pathological processes 
associated with temporal lobe epilepsy. The problem and 
its historical development have been outlined in several 
publications coming from the Maudsley group—for 
example, Meyer (1954), Falconer etal. (1955), Meyer and 
Beck (1955)—and in order to avoid repetition the reader 
is referred to these publications. In the present paper 
it is intended to deal with certain aspects of the 
pathology and aetiology of this condition, which in 
previous papers were.either omitted or reported upon in 
inadequate detail. 

The present report is based upon 40 cases in which 
radical temporal lobectomy has been carried out by Mr. 
Murray Falconer. 


Subdivision of the Pathological Findings 


In order to maintain a proper perspective it would be 
best to outline briefly the various pathological changes 
that have been met with in this material. 


Focal Lesions 


Our material conforms with that of Earle, Baldwin, and 
Penfield (1953) in that about one-third of the cases (13 out 
of 40) showed a sharply circumscribed abnormality, some- 
times visible to the naked eye. Table I lists these changes 
and defines their location. In two of the cases with 
tumours the lesion was of such an extent as to be of little 
interest with regard to the functional disturbances recorded. 
On the other hand, small well-defined tumours in the early 
stage of their development and vascular lesions were found 
restricted to very narrow limits. Interesting though these 
focal lesions may be, they are not, however, the subject 
of the present paper. It should be noted that in no case 
was definitive Ammon’s horn sclerosis encountered in this 
group, although this region was encroached upon by an 
angiomatous malformation in one instance. 


Diffuse and Disseminated Lesions 


The pathological changes in the remaining two-thirds of 
the cases may be divided into two subgroups—namely, 
(1) those*cases in which Ammon’s horn sclerosis was present 
in addition to other diffuse lesions in the lobe, and (2) those 
cases in which little or no abnormality of importance was 
encountered. The changes and their distribution are shown 
in Tables II and III, where they are arranged in order of 
severity. In the Ammon’s horn sclerosis group the changes 
encountered were diffuse laminar nerve-cell loss in the cortex 
involving chiefly layers II and III ; partial or complete loss 
of nerve cells in the pyramidal layer of Ammon’s horn ; and 
gliosis of the white matter and of the subpial layer of the 


*Being expanded from a communication read before the Second 
 —_—ee Congress in Neuropathology in London, September, 
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Taste Il tmmon's Horn Sclerosis Group with Diffuse and Disseminated Lesions Arranged in Order of Severity. The 
Various Possible Aetiological Agencies are Given 
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cortex. Furthermore, in about half the cases in which the 
amygdaloid nucleus was included in the specimen, focal 
loss of nerve cells in the basal groups was found ; in other 
cases Only severe gliosis could be discerned in this region, 
and thus the possibility of a slight loss of nerve cells in these 
instances could not be ruled out. In no case was damage 
to this region found where Ammon’s horn was normal. All 
these changes were judged to be of considerable age, and 
no significant alterations in the neurons or glia of a recent 
nature were encountered in any part of the resected lobes. 

In those cases of subgroup (2) (Table IID) not showing 
Ammon’s horn sclerosis, subpial gliosis and gliosis of the 
white matter of moderate severity were the only abnormali- 
ties found. The cortical layers in this group did not appear 
to be altered in any way 


Possible Aetiological Factors Leading to the Ammon’s 
Horn Sclerosis 


In Tables II and III are also listed those factors that may 
be considered to contribute to the lesions encountered in 


both subgroups. When cases showing Ammon’s horn 
sclerosis are compared for these factors with those not 
Age gt Onset (Mean -4 years 
Mean length of history 18 2 years 
3? 
wp 
years 
SASES WITH AMMON'S HORN SCLEROSIS 
Age at Onset(Mean- 13 2years 
Mean length of history 19 2,ears 
a 
Yeors 


CASES WITHOUT AMMONS HORN SCLEROSIS 
Histograms of the age of onset of epilepsy of the cases in Tables 
I and III. 


showing this change some important correlations emerge. 
With regard to the age of onset of the epileptic history, 
it will be seen in the Chart that there is a heavy concentration 
of those cases with Ammon’s horn sclerosis beginning their 
history at the average age of 4 years, while the other sub- 
group shows a mean age of onset at about 14 years. The 
mean length of history is, however, the same in the two sub- 
groups. It is well known that epilepsy may follow its 
precipitating cause by one to several years, and the figures 
of Bridges (1949) indicate that about 84% of cases in which 
epilepsy was probably ascribable to birth trauma developed 
convulsions before the fifth year of life, while the onset after 
this time was infrequent. However, if birth injury was a 
consistently important feature in the development of 
Ammon’s horn sclerosis it would be expected that a marked 
difference in the incidence of a history of birth difficulty 
would be encountered in the two subgroups. In fact, this 
is not the case, as is shown in Table IV, where only a slight 
increase appears in the number of cases in the Ammon’s horn 
sclerosis subgroup that gives such a history. 

On the other hand, if the incidence of grand-mal seizures 
in addition to psychomotor attacks is considered a greater 
incidence is found in the first than in the second subgroup. 
Closer examination shows, however, that this is not simply 
due to the greater number of major seizures occurring in 
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Taste 1V.—Aetiological Correlations of the Cases With and 
Without Ammon’'s Horn Sclerosis 
Relation of Ammon's Horn Sclerosis to Possible Birth Trauma 


Possible Age at 
| Total Birth Onset 
Trauma of Cases 
Group with Ammons horn 17 7 (41%) 22,2 
sclerosis and 14 years 
Group without Ammon’s | 3 (33%) 2, 13, and 18 
horn sclerosis years 


Relation of Ammon's Horn Sclerosis to Major Convulsions 


Major Status 
Total Convulsions at 
During Illness Onset 
Group with Ammon’'s horn | 
sclerosis | 17 13 (76%) 11 (64%) 
Group without Ammons | 
horn sclerosis . 9 4(44) 


these cases with Ammon’s horn sclerosis, for in fact several 
of them were subsequently subject to only minor attacks, 
but is due to the remarkably high incidence (64%) of status 
epilepticus at or preceding the onset of the epileptic history 
Because of the incompleteness of our material and the 
necessarily provisional nature of the present grouping of the 
cases, the association between Ammon’s horn sclerosis and 
an early history of status epilepticus may well prove to be 
even more striking. Thus, of those cases in the Ammon’s 
horn sclerosis group that do not give a history of status 
epilepticus, one individual dates her temporal lobe seizures 
from an attack of measles that was complicated by hemi 
plegia probably having its origin in a vascular accident ; 
while another patient, a few weeks before the onset of her 
minor seizures, had a mild closed head injury which was 
probably responsible, either directly or indirectly, for the 
lesions encountered. It is clear, therefore, that this interest- 
ing relationship between status epilepticus, particularly in 
early infancy, and Ammon’s horn sclerosis may be even 
more impressive than was at first apparent. Its meaning is, 
however, still obscure in many respects. 

Scholz (1936, 1951), following the lead of Spielmeyer, 
has regarded Ammon’s horn sclerosis as the consequence - 
of vasomotor disturbances, particularly vascular spasm, 
associated with the epileptic convulsions. He even explains 
the lobar atrophy, hemiatrophy, and total atrophy of the 
brain, sometimes encountered in this condition, as con- 
sequences of vasomotor disturbances and anoxia caused 
particularly by severe serial convulsions. It is important to 
stress that in most of Scholz’s cases, as well as in most 
of ours and in those of Zimmerman (1940), the onset of the 
convulsions has been in infancy. Apparently status 
epilepticus rarely leads to severe lesions of this type in later 
life. One is therefore compelled to conclude either that the 
brain of infants is more vulnerable to the stress of epileptic 
convulsions than that of adults or that other factors are 
involved. It has been stated that the oxygen requirements 
of the infant’s brain up to the age of 4 years are higher than 
those of the adult and may be up to 50% of the total 
oxygen consumption; but, according to Mcllwain (1955), 
allowance must be made for the fact that the weight of the 
infant’s brain approximates the sum of the liver, kidneys, 
heart, and spleen. There is at present, therefore, no definite 
evidence of an increased vulnerability of the infant's brain 
to oxygen deprivation during epileptic attacks or to anoxia 
of any other origin. 

Scholz has suggested that perhaps the occurrence of status 
epilepticus during the exanthematous fevers and acute 
allergic reactions may have to be implicated in order to 
explain this increased danger to vascular damage. In fact, 
most of Zimmerman’s (1940) cases developed convulsions 
during acute febrile conditions, and in our material it will be 
seen from the tables that there is frequently an acute febrile 
episode accompanying the initial status epilepticus. The 
exact mechanism of this relationship remains unknown, 
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though pyrexia itself would, by stimulating cell metabolism, 
tend to increase demand for oxygen The febrile illnesses 
were not, however, usually of severe type in themselves 

One must therefore not entirely preclude the possibility 
that one link in the chain of events leading to the status 
epilepticus is not yet known and that at least in some of 
the cases the convulsions are a symptom of the damage 
already done and are not entirely its cause. This was the 
conclusion, for instance, of Alajouanine (1954) when he 
summed up the discussion of temporal lobe epilepsy held 
in Marseilles. A similar opinion has been expressed by 
Bini and Callieri (1955) from their own extensive experience 

Purdon Martin (1955) has restated his view that throm- 
bosis of cerebral venous channels may follow comparatively 
trivial head injury, but that by the time the body reaches 
the post-mortem room any consequent pathological changes 
may, because of their relatively minor nature, be readily 
overlooked. From the pathological standpoint Lindenberg 
(1955) has drawn attention to the possibility that after some- 
times trivial head injury, as well as during the course of 
acute febrile conditions, cerebral oedema may develop, 
giving rise to epileptic convulsions and focal anoxic lesions 
in consequence of pressure developing on certain arteries. 
Because of their anatomical relationship to the free tentorial 
edge, the medial structures of the temporal lobe and, above 
all, the Ammon’s horn are especially liable to be the seat 
of changes of this type on account of pressure upon the long 
penetrating branches of the anterior choroidal and posterior 
cerebral arteries. Lindenberg’s view of the pathogenesis of 
the type of lesion that has been so often encountered in our 
series is an important one and one that agrees, in principle, 
with the hypothesis implicating tentorial herniation during 
excessive moulding of the head at birth put forward by 
Earle et al. (1953). Further, it has the advantage of wider 
application, since birth injury cannot be considered, from the 
evidence presented here, as an exclusive pathogenetic factor. 
In fact, because raised intracranial pressure is likely to occur 
during the course of anoxias of various origin, including 
the cyanotic stage of severe epileptic convulsions, the puzzle 
of Ammon’s horn sclerosis and related selective phenomena 
may have been brought nearer solution. 


Relationship of Ammon’s Horn Sclerosis to Temporal 
Lobe Epilepsy 


Stauder (1935-6) and Sano and Malamud (1953) found in 
their cases, which they regarded as definite or probable tem- 
poral lobe epilepsy, an occurrence of Ammon's horn sclerosis 
approaching 100%, if one excludes those cases with a focal 
fronto-temporal traumatic lesion. This impressive Correlation 
must be considered against the overall incidence of Ammon’s 
horn sclerosis in all forms of epilepsy, which over several 
series has averaged at 50% (Scholz, 1951 ; Gastaut, 1954). 

Our present figure is 70 a fairly high incidence, though 
substantially less than Sano and Malamud's and Stauder’s. 
It must be taken into account, however, that only one lobe 
was available for investigation in practically all our cases. 
Furthermore, the second subgroup (Table III) is almost 
certainly heterogeneous and may well include cases that 
should belong to the focal group, but with the lesion outside 
the material available for study. A history of head injury 
or infective process apt to lead to intracranial thrombo- 
phlebitis is common in this small subgroup, but is unusual 
in the Ammon’s horn sclerosis group 

Recent experimental work, which has been reviewed in our 
previous publications already referred to, has shown that 
Ammon’s horn may be of considerable importance as a 
general activator of brain function (Herrick, 1933; Green 
and Arduini, 1954), as part of the so-called visceral brain 
(MacLean, 1954) or as participating in the cerebral control 
of emotion and emotional expression (Papez, 1937; Bucy 
and Kliiver, 1940). A lesion of Ammon’s horn may thus, 
theoretically at least, be one of the direct factors underlying 
the automatic and emotional features of temporal lobe 
attacks. 
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Closer scrutiny reveals, however, some contradictions 
which it is difficult to resolve at present. Cadilhac (1955) 
and Passouant et al. (1955) have shown that powerful after- 
discharges may be elicited on stimulation of Ammon’s horn. 
G. Pampiglione and M. A. Falconer (1956, persenal 
communication) have even been able to reproduce some 
features of the patient's psychomotor attacks by Ammon’s 
horn stimulation before the temporal lobe was removed. On 
the other hand, Penfield and Jasper (1954) in man, and 
Gastaut (1953) in cats, have failed to obtain these responses, 
whereas both electrical and chemical stimulation of the 
amygdaloid complex and the periamygdaloid region can in- 
duce psychomotor attacks. 

Some of our pathological findings seem to underline 
similar difficulties. It is seen in Table II that in most cases 
of our second group Ammon’s horn sclerosis is associated 
with severe and often widespread lesions in other parts of the 
temporal lobe, thus rendering it difficult to decide which is 
the effective epileptogenic lesion. Even more striking is the 
virtual absence of Ammon’s horn involvement in our focal 
group (Table I). 

A final judgment on the causal relationship between 
Ammon’s horn sclerosis and temporal lobe epilepsy must 
naturally be deferred until these uncertainties have been 
clarified by further clinico-pathological and experimental 
research. If there should be a positive correlation, it would 
be likely to be of a rather complex and indirect nature : 
a lesion of Ammon’s horn, though not itself involved in the 
mechanisms of the attack, may “ fire” the adjacent amygda- 
loid complex via pathways which are, at least anatomically, 
not yet known. Perhaps if MacLean’s general concept of a 
balanced activity between Ammon’s horn and the amygda- 
loid complex influencing the subcortical centres, and through 
them the cortex, contains an essential truth, then destruction 
or disorganization of one element by throwing the system 
out of equilibrium might be expected to disturb the stability 
of its hypothetical antagonist. It may be that temporal lobe 
seizures materialize only through this remote influence upon 
the hypothalamic centres, thalamic nuclei, reticular forma- 
tion, and cingular cortex. One or the other of these possible 
indirect relationships may explain why the removal of 
Ammon’s horn in some of our cases had a beneficial clinical 
effect on the epilepsy, even though this structure was 
histologically found to be normal. 

Crome (1955) has drawn attention to yet another difficulty 
by pointing out that Ammon’s horn sclerosis may be found 
in severely damaged brains of mental defectives who had 
shown no epileptic seizures during life. Morel and Wildi 
(1954), analysing the same question from another standpoint, 
have even arrived at the conclusion that there is a greater 
incidence of Ammon's horn lesions (not always the accepted 
form of typical Ammon’s horn sclerosis) in non-epileptics 
(41%) than in epileptics (20.5%). Both groups of workers 
had to rely, however, upon the presence or absence of major 
epileptic attacks; their studies were not restricted to 
clinically defined psychomotor epileptics. Morel and Wildi 
included all cases that had experienced one or more major 
convulsions. In the severely retarded mental defectives 
described by Crome it was naturally difficult to be sure 
that clinical features of seizures of temporal lobe type 
had not in fact been present. As Gastaut (1954) so con- 
vincingly points out, it is only in the psychomotor group 
that the association with Ammon’s horn sclerosis becomes 
significant. 

It is, of course, generally accepted that Ammon's horn 
sclerosis is not exclusively found in epileptic brains, but that 
it often occurs in anoxic conditions of all types. The ques- 
tion arises whether unilateral Ammon’s horn sclerosis in an 
otherwise undamaged brain will invariably give rise to 
temporal lobe epilepsy. This question is difficult to answer 
at present. 

If general experience in post-traumatic epilepsy may serve 
as a guide, the anatomical lesions cannot be regarded as the 
only factor responsible for the resultant focal epilepsy. The 
importance of a constitutional factor both in convulsions 
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generally and in temporal lobe epilepsy has recently been 
re-emphasized in Ounsted’s (1955) preliminary report on his 
survey of epileptic children, but the point at which this would 
be operative is still obscure. It may be that Ammon’s horn 
sclerosis or any other focal lesion in the temporal lobe would 
give rise to epilepsy only if additional factors were present. 
It is pertinent in this respect to observe that, even in animal 
experiments, during electrical or chemical stimulation of the 
medial centres of the temporal lobe it may be necessary 
sometimes, in order to produce temporal lobe attacks, to 
lower the animal’s seizures threshold with small doses of 
leptazol. 
Summary 

Ammon’'s horn sclerosis has been encountered in 
resected temporal lobes of 19 out of 27 cases (70%) 
suffering from temporal lobe epilepsy. The mean age of 
onset of the epileptic history when Ammon’s horn 
sclerosis was present lay at the fourth year of life, but 
in less than half of the cases only a history of birth 
trauma could be elicited. The association with a history 
of status epilepticus preceding the psychomotor seizures 
was encountered in at least 64% of these cases; this 
association was not encountered in those cases without 
Ammon’s horn sclerosis. 

The importance of the various. pathogenetic mecha- 
nisms is discussed, particular stress being laid upon 
cerebral oedema as a major factor. 

The association between Ammon’s horn sclerosis and 
temporal lobe epilepsy is of considerable interest ; 
although this relationship is not yet fully understood, it 
is probably not simple or direct. The possible 
mechanisms involved are briefly discussed in the light of 
recent conceptual developments concerning temporal 


lobe epilepsy. 


We wish to thank Dr. Denis Hill, of the Department of Clinical 
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Ross (1949) has commented at length on the difficulties 
inherent in the evaluation of the results of treatment 
where psychoneurotics are concerned. He was dis- 
cussing the results obtained by the Weir Mitchell 
method, but the remarks he then made apply equally 
well to-day in the assessment of the new group of drugs 
named by Fabing (1955) the “ ataractics,” also described 
as “tranquillizing agents.” These drugs are stated to 
relieve the tension and anxiety so often complained of by 
psychoneurotic patients, and have been used singly, in 
combination with each other, with psychotherapy, and 
with E.C.T. 

Benactyzine is a new member of this group, and work 
has been done in Denmark to demonstrate its activity in 
“normalizing ” the behaviour of disturbed experimental 
animals (Jacobsen and Sonne, 1955; Jacobsen and 
Skaarup, 1955) and also in relieving the symptoms of 
human patients (Munkvad, 1955; Jensen, 1955). The 
drug is pharmacologically a member of the anticholin- 
ergic group, with a mild atropine-like action, and its 
peripheral effects have been long established. Work on 
its central effects was first carried out in Denmark, and 
led to its trial clinically because of its activity in in- 
creasing the emotional threshold for external stressful 
influences and its ability to induce a blocking of 
thoughts, which suggested that it would be useful in 
cases where there is persistent rumination. 

The series of cases so far published have included only 
one controlled trial (Raymond and Lucas, 1956) on 
psychiatric patients. Munkvad gave placebo tablets 
during his work with the drug, but points out that he 
was aware that the patient was on a placebo. It has 
been shown (Wolf and Pinsky, 1954) that it is very easy 
for the investigator to be led astray in spite of all his 
efforts at objectivity when this method is used. For this 
reason we have used the self-controlled, self-recorded 
clinical trial, which has proved its value on previous 
occasions (Hogben and Sim, 1953 ; Hare et al., 1956). 


Case Material 


The patients studied were all in-patients of a neurosis unit 
which is organized for the treatment of acute non-psychotic 
illness. The usual duration of stay in the unit is from 4 
to 12 weeks. The patients were all of average or above 
average intelligence and were fully co-operative in the trial. 
Patients were selected for the trial if anxiety and tension 
were prominent symptoms, and the diagnoses of the group 
were as follows: anxiety state 6, neurotic depression 7, 
obsessional state 2, hypochondriacal state 1. 

Sixteen patients started the trial, but only 13 completed it. 
Of the three who failed to complete it, all were on ben- 
actyzine and gave up during the first period of the trial ; 
two of these became worse clinically and it was considered 
advisable to stop the administration of the drug; one of 
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them became so depressed that he was given E.C.1 The 
third patient took her discharge against medical advice on 
the eleventh day of the treatment. Most of the subjects 
new cases, recently admitted to the hospital for the 
Symptoms had been present for less than a yeat 


were 


first time 


in six men and three women, from one to three years in 
one man and two women, and over three years in one 
woman. The ages of the group ranged from 17 to 58, the 


wverage age being 41 ; seven were male and six were female 

During the trial the patients 
therapeutic programme, including occupational therapy, etc., 
but received no other special treatment, although when they 
had hypnotic such as quinalbarbitone 
(“seconal”) 14 of (0.1 or 0.2 g.) at night, this was 
Iwo minor exceptions to this are 


conformed to the usual 


been receiving a 
3 gr 
continued if necessary 
mentioned later 


Method 


After the usual history and physical examination all 
patients had an E.E.G., and then received two tablets three 
times a day for four weeks The tablets were cither ben- 
uctyzine hydrochloride in a dosage of 2 mg. three times a 
day, or an inert placebo. Each patient received benactyzine 
for two weeks and placebo for two weeks, in a random 
wder of During the trial, only the hospital 
pharmacist which tablets a patient was 
arranged that approximately 
should start on controls and on ben- 
three patients withdrew from the trial 
it was found that eight patients began 
on controls and five on benactyzine, as the three who had 
withdrawn were all on benactyzine. Each evening they 
were requested to fill in a form commenting on their general 
state of well-being during the 24 hours, and to 
mark a number of symptoms listed (see Table) as “ absent,” 


Starting 
aware of 
time He 


was 
receiving at the 


equal 


actyvzine 


numbers 
Because 
before completion 


previous 


*mild,” “moderate,” or “severe.” These were scored for 
rating purposes as 0, 1, 2, and 3 respectively—that is, the 
lower the score the better the result, and vice versa This 


method of scoring was used for all ratings. Thus the scoring 
for each symptom and each assessment had the same pat- 
low scores denoting good results and high scores poor 
However, there is no relationship necessarily between 
obtained in the different There was 
opportunity for comment about fresh symptoms and for 
others not listed. Each patient also completed a weekly 
sheet on which he was asked to summarize his feelings 
during the week in terms of a five-pomt scale, from “ much 
better’ (1) to “ much worse ™ (5). The sister/charge nurse 
in charge of the ward kept a daily note of the patients’ 
state and the night nurse a nightly report of hours slept, if 
restless, and any sedatives needed. A score of one indi- 
cated each half-hour awake between 10.30 p.m. and 6.30 
am. The doctor made a twice-weekly clinical summary 
of the patients’ condition. Repeat E.E.G.s were carried out 
after 12 and 26 days of the trial. 

The patients were told that they were to receive a course 
of treatment with tablets for four weeks and that we wished 
to follow their day-to-day state carefully, hence the form 
which they filled up each evening. There was no suggestion 
that the treatment was experimental, and the patients were 
told that they might have ups and downs. Some 
patients are reluctant to admit to their doctor that they are 
no better, or worse, as they feel that they ought to get 
better with treatment and blame themselves if not doing so. 
The knowledge that the doctor is quite prepared to receive 
even adverse reports on their condition leaves them freer to 
make objective assessments of their state without a feeling 
of guilt for worsening or lack of improvement. 


tern 
ones 


the scores sections 


some 


The trial was planned so as to avoid invalidation of the 
findings by suggestion, and the conditions were kept un- 
changed during both phases of the trial. The basis of the 
trial was a comparison between the placebo phase and the 
active drug phase, and not an absolute assessment. Under 
these conditions, this type of trial acts as a combined treat- 
ment and research project, and there is nothing to be gained 
by telling the patient that this is a new treatment and the 
physician does not know whether or not it will be helpful. 
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The period of two weeks on each phase was regarded as 
sufficient to assess improvement or otherwise, since this 
allows ample time for the pharmacological effects of known 
sedative drugs to exert themselves. 

The benactyzine dosage of 2 mg. three times a day its in 
line with the recommendations of other workers, although 
some workers regard 1.5 mg. thrice daily as adequate 
(Jensen, 1955; Munkvad, 1955), Much higher doses have 
also been given, although the incidence of side-effects, such 
as dryness of the mouth, paralysis of accommodation, 
depersonalization, etc., becomes considerable 


Results 
The Table shows the totals of the scores obtained by 
the 13 subjects who completed the trial. It should be 
remembered that a low score means a good clinical response, 
and vice versa. 
Neurotic Patients Receiving 


Combined Rating Scores for 13 t 
4 Low Score Indicates a 


(a) a Placebo and (b) Benactyzine. 
Favourable Response 


| Total Score for Each 


Symptom or | How Often | Rated | Fortnightly Period on 
Sign Rated by 

| Placebo Benactyzine 
{| Daily Patient 333 | 350 
General Nurse 326 35] 
condition ) | Weekly Patient 6s 74 
| Twice weekly | Physician 138 1S2 
Headache Daily Patient | 180 212 
Palpitation sO 91 
Sweating i 121 15 
Dizziness 132 147 
Trembling | 166 | 199 
Indigestion 78 76 
Drowsiness | 192 178 
Depression oo | 171 | 225 
Anxiety and f ios } ‘ | 232 249 
tension Twice weekly | Physician | 150 165 
Other somatic signs | fs 65 72 
Weekly Patient 38 38 
Sleep 4 | Daily 310 119 


| Nurse §97 | 685 


The results obtained showed clearly that the pharmaco- 
logical and therapeutic effects of benactyzine were no better 
than those of the placebo. If anything, the results were less 
good, and in only two cases (both males) were more favour- 
able scores obtained, The actual differences were not great, 
but with the number involved it was not possible to apply 
Statistical methods to the results. Of the two patients who 
showed favourable scores for the benactyzine period, one 
was suffering from an anxiety state and the other from a 
neurotic depressive illness. 

There was a distinct trend for the scores of female patients 
to be higher than those of the male patients while on 
benactyzine, the scores of the males more often being 
approximately equal. In no case did a female patient have 
a more favourable—that is, lower—score on benactyzine 
than on control. 

As has been reported by other observers, no euphoriant 
action could be detected, and there were no abstinence 
symptoms after cessation of treatment. Little was observed 
in the form of side-effects with the dosages used, the most 
that can be said being that there was some increase in the 
incidence of complaints of headache, palpitation, trembling, 
and in one case a spontaneous complaint of thought- 
blocking. The rating scores for anxiety and tension were 
little changed, the slightly higher scores being for the 
benactyzine period. 

The low score for drowsiness is interesting, since most 
sedative drugs in effective doses tend to induce drowsiness. 
This would suggest a different kind of pharmacological 
action from that of the barbiturates, which is of course 
claimed to be the case. Jacobsen (1955) suggests that the 
drug may temporarily block intracortical and cortico- 
thalamic pathways. 

Two patients during the second fortnightly period, and 
while receiving benactyzine (on the second and the third day 
respectively of the active drug period), became so tense and 
anxious that it was necessary to give them amylobarbitone 


British 
MEDICAL JOURNAL 


1956 


Dec. 15, 


BENACTYZINE IN PSYCHONEUROSIS 


Bririsn 
MenicaL 


1409 


sodium, 2 gr. (0.13 g.) twice daily for a day or two (from 
which they received much benefit), followed by I gr. (65 mg.) 
three times a day, in order to avoid dropping them from 
the trial ; it was considered justifiable, however, to include 
them in the series, since they had completed more than 
half of the trial. It is of interest also that three patients 
who started on benactyzine in the first fortnightly period 
gave up with complaints of adverse effects, whereas no 
patients gave up in either period while on placebo. This 
reintorces the conclusion that the benactyzine administration 
gave no better results than the placebo ; actually, the results 
were probably less good. 

en patients had the three E.E.G. recordings necessary to 
compare the resting record with that after 12 days’ benacty- 
zine by mouth and 12 days on placebo (not necessarily in 
that order). Eight of these had normal baseline records. 
one an immature type of record, and the other a complex 
record of no specific pathological condition. Three records 
showed no change with drug or placebo, while the other 
records showed varying change in the alpha rhythm. In five 
placebo records the alpha rhythm was less persistent and in 
two it was more persistent, while in three benactyzine 
records it was less persistent and in four more so. There 
was thus no evidence that the drug taken by mouth in this 
dosage had any consistent effect on the E.E.G. 

These findings indicate that benactyzine hydrochloride 
was no better than a placebo, and in some cases probably 
worse, in relieving the symptoms of tense, anxious psycho- 
neurotic patients in hospital. 


Discussion 

It had been intended to continue the trial until there were 
sufficient patients from whom results of statistical signifi- 
cance could be derived, but in view of the unequivocal 
nature of the results obtained it was felt to be unjustifiable 
to continue the trial, 

These results must be considered in the light of other 
workers’ findings, and they do in fact bear out some of 
the observations hitherto published. Munkvad first pointed 
out that results on in-patients were unsatisfactory, while 
Raymend and Lucas found that their cases of neurotic 
depression were not helped. Patients with this type of 
psychoneurotic illness are those most often admitted to 
hospital, and in this series seven were cases of neurotic de- 
pressions and one was a case of hypochondriasis. Raymond 
and Lucas noted that the duration of symptomatology was 
a factor ; the longer the symptoms had been present the less 
likely were the patients to respond, as was found in this 
Series. 

Age range is also important, as in the older patients the 
diagnosis of psychoneurosis usually implies an illness of 
prolonged and fluctuating course. This would explain the 
differences obtained in the male and female groups in this 
series. The difference is one of age rather than of sex, 
because the men are in a younger age group (17 to 57, 
average 36), while the women’s ages range from 33 to 58, 
average 44.5. 

From our findings, this drug is of no appreciable value in 
dealing with illnesses with more deeply rooted features 
that is, more constitutional in type. Any action found by 
other workers is probably only that of a therapeutic barrier 
between the patient and minor external stresses in such 
cases as one is more likely to find in out-patients. 

In comparing our results with those of other workers, it 
must be kept in mind that the seeing of patients by the 
therapist forsprolonged periods in itself exerts an effective 
therapeutic pressure, so that good results can very often be 
achieved irrespective of any drug administration. In -psy- 
chiatric cases the true pharmacological action of a drug 
may probably be evaluated more accurately in a carefully 
controlled trial over a relatively short but effective period 
than in more prolonged studies, where other variables be- 
come increasingly important. Once the pharmacological 
effect is assessed, its value as an adjunct, for example, to 
psvchotherapy is more apparent. 
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Conclusion.—The conclusion which can be drawn from 
this series is the negative one that benactyzine hydro- 
chloride was not an effective drug for the 13 typical in- 
patient psychoneurotics studied in this paper, although the 
small number treated renders caution necessary before 
making dogmatic statements. Nevertheless, it seemed un- 
ethical to continue the trial, since no apparent benefit was 
derived trom the drug. 


Summary 


A self-controlled, self-recorded clinical trial involving 
13 patients suffering from neurotic illness in which 
anxiety and tension symptoms predominated was 
carried out. Each patient received 2 mg. of benactyzine 
hydrochloride three times a day for two weeks and an 
inert control tablet of similar appearance and taste for a 
further two weeks, approximately equal numbers of 
patients starting on the active and inert drugs. 

No difference was found in the therapeutic result, and, 
while the small numbers involved militated against a 
dogmatic conclusion, we thought that the drug was of no 
appreciable value in the treatment of the 13 relatively 
typical psychoneurotic in-patients under the conditions 
of this trial. : 

We thank Dr. E. C. Turton for interpretation of the 
E.E.G. records. Our thanks are also due to Mr. E. J. Weilington, 
the hospital pharmacist, for his assistance and to the nursing 
staff for their co-operation. We are indebted to Messrs. 
Glaxo Limited for supplying the benactyzine hydrochloride 
(“ suavitil ’) and the control tablets. Our thanks are due to 
Dr. R. E. Hemphill, medical superintendent, Barrow Hospital, for 
permission to publish this paper. 
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In the surgery of pulmonary tuberculosis the recent 
trend has been towards excision rather than collapse. 
Nevertheless, for some forms of upper lobe disease many 
believe that collapse is the treatment of choice. The ideal 
operation would be one which achieves this with the 
least possible mutilation, while at the same time preserv- 
ing the maximum respiratory function. Thoracoplasty, 
extrapleural pneumothorax, and plombage comprise the 
surgical armamentarium. 

Thoracoplasty as originally described by Sauerbruch 
has undergone considerable modification. The modern 
thoracoplasty, with a mortality in the region of 2%, 
causes the patient little upset, and with adequate post- 
operative management there is little residual disability. 
The results of this operation are good. Nevertheless, the 
removal in part or in toto of the upper four or five ribs 
is still, for the patient, a formidable procedure, and we 
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feel that with the controlled type of disease now being 
referred for surgical treatment the same objective in 
many cases would be achieved by less drastic means 
Perhaps the oldest of the collapse operations is extra- 
pleural pneumothorax, introduced by Tuffier in 1891. 
From a theoretical standpoint it is attractive ; from a 
cosmetic angle it is excellent; but in practice it has 
proved disappointing. The procedure has undergone 
many revivals, but the prospect of air refills for periods 
varying from three to six years is not appealing. More- 
over, although modern chemotherapy has greatly 
reduced the incidence of pyogenic and tuberculous 


Fic. 1.—Postero-anterior radiograph of chest, showing a tuber- 
culous cavity behind the left clavicle. 


Fic. 2.—Postero-anterior radiograph of chest after the operation 
of apicolysis, showing the degree of collapse and cavity closure. 
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infection of the dead space, it has not completely 
eliminated this hazard. 

More recently attempts have been made to achieve a 
selective collapse of the diseased pulmonary tissue by the 
introduction of a variety of foreign materials into either 
the extraperiosteal, extrafascial, or the extrapleural 
planes. “Lucite” balls, strips of “ polythene,” and the 
“polystan” sponge have been used. The introduction 
of a mass of foreign material into a dead space is always 
a dangerous procedure because of potential infection. 
Although recent reports on the use of the polystan 
sponge are encouraging, such procedures have all too 
often in the past been followed by infection or fistula 
formation. 

For the surgical management of selected cases of 
apical pulmonary disease, we have devised a one-stage 
operation which, while preserving maximum pulmonary 
function, does not entail the deformity of thoracoplasty, 
the introduction of foreign material as in plombage, or 
the tedious refills of extrapleural pneumothorax. In this 
operation a selective collapse is obtained by mobiliza- 
tion of the lung apex in the extrapleural plane and its 
fixation by a pedicled fascial flap (Figs. | and 2). 


Surgical Anatomy : 

The fascia of the postero-lateral thoracic wall is a well- 
defined structure having a distinct superficial layer lying 
on the deep aspect of the trapezius, latissimus dorsi, 
rhomboids, and serratus anterior muscles, and an equally 
distinct deeper layer covering the costo-intercostal surface 
of the related chest wall. Between these two components 
there lies a layer of areolar tissue traversed by fibrous 
strands. 

The deeper layer, termed by Latarjet and Juttin (1953) 
the extrathoracic fascia, lies immediately superficial to the 
ribs and related intercostal muscles. It arises from the 
posterior spinous processes of the upper nine dorsal verte- 
brae and extends laterally to fuse with the digitations of 
the serratus anterior along the line of its origin, from the 
second to the eighth ribs in the anterior axillary line. 
Superiorly the fascia fuses with the fascia lining the deep 
surfaces of the levator scapulae medially, and the trapezius 
laterally ; inferiorly it fuses with the fascia on the deep 
surface of the latissimus dorsi, along a line parallel with 
the ninth rib. 

The superficial layer of fascia lines the deep surfaces of 
the serratus anterior laterally, and the rhomboids, trapezius, 
and latissimus dorsi medially. The deep and superficial 
layers fuse along the line of origin of the serratus anterior 
laterally, and the origin of rhomboids and trapezius medially 
(Figs. 3 and 4), 


Operative Technique 

With the patient in the lateral position, a J-shaped incision 
is made, extending from the level of the fourth dorsal 
vertebra downwards close to the spine and curving later- 
ally along the line of the eighth rib to the posterior axillary 
line. The trapezius and rhomboid muscles are divided close 
to the spine, and the latissimus dorsi laterally in the line 
of the skin incision. After division of the muscles, the 
fascia which lines their under surfaces is separated along the 
whole length of the incision, leaving the muscle fibres bare. 
As the cut muscles are gradually retracted from the chest 
wall, the stripping of the fascia is continued under the 
scapula, baring the fibres of the serratus anterior to their 
insertion. The fascia is now incised along the lateral border 
of the erector spinae muscles. This free edge is carefully 
elevated and separated laterally from the ribs and inter- 
costal muscles to the origin of the serratus anterior. The 
fascia is now divided along the second rib and down the 
anterior axillary line to the level of the fifth rib, taking a 
little of the serratus anterior muscle in the edge for extra 


IREATMENT OF BRONCHIAL CARCINOMA Barris 
MEDICAL JouRNatr 


Dec. 15, 1956 


strength. Inferiorly the fascia is divided along the line of 
the eighth rib. Thus, at the anterior end of the wound the 
fascia is pedicled from the fifth to the eighth rib, and the 
mobilization is complete. 

The fourth and fifth ribs are divided posteriorly, the 
thorax is entered extrapleurally in the fourth interspace, and 


Fic. 3.—Horizontal section of the thoracic wall at the level of 


fifth dorsal vertebra. (1) Erector spinae group. (2) Serratus 
superior posterior. (3) Rhomboid. (4) Trapezius. (5) Serratus 
anterior. The dotted line represents the extrathoracic fascia, the 
solid line represents the fascia deep to rhomboids and serratus 
anterior The two lines merge medially and laterally, as shown. 


the tourth intercostal bundle is divided and ligated. The 
lung is gently separated extrapleurally from the chest wall 
above and below the interspace and a self-retaining retractor 
inserted and opened. The extrapleural apicolysis is com- 
pleted under vision, the extent of the strip being governed 
by the degree of 
collapse required, 
but the lung is 
\ always stripped off 
the mediastinum 
\ down to the hilum. 
This enables the 
‘ apex to be pulled 
\ laterally and 
\5\ stitched to the fifth 
\ intercostal muscle 
so that the media- 
y stinal aspect of the 
upper lobe now 
forms the roof. 
fe The fascia is in- 
troduced through 
the fourth  inter- 
costal space and 
4 sutured round the 
mediastinum and 
intercostal muscles 
to maintain the 
apical collapse. On 
the right side a 
central mediastinal 
stitch secures the 
free edge of the 


9TH. RIS — 


Fic. 4.—Sagittal section of thoracic wall 
medial to the scapula. (1) Levator 


scapulae, (2) Rhomboid. (3) Trapezius. 
(4) Latissimus The fascia to the 
represents the extrathoracic fascia an é : 
the solid line the thick fascia on the deep tracheal _fascia at 
surface of the muscles. They merge the origin of the 
superiorly and inferiorly as shown. right main bron- 
chus. On the left 


side the mediastinal fascia under the arch of the aorta is 
used, avoiding the recurrent laryngeal nerve. The fascial 


fixation is completed by a series of interrupted silk sutures 
securing the margin of the fascia to the intercostal muscles 
at the level of the pleural refiexion. With the fascia securely 
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sutured and stretched tightly over the lung, the intercostal 
space is closed and the wound sutured. No drainage tube 
is used. 


Discussion 


In the treatment of pulmonary tuberculosis, many years 
must elapse before success can be claimed for any form 
of therapy. Some of the older techniques have proved 
effective and reliable, but nevertheless the problem must be 
constantly reviewed against the background of increasingly 
effective antibiotics, and we must be prepared to modify 
and adapt our surgical technique accordingly. In recent 
years the effectiveness of antibiotic therapy has greatly in- 
creased with the introduction of new drugs and the trend 
towards prolonged administration. In many cases of un- 
stable upper lobe disease, thus treated, it is difficult to decide 
when surgery should be recommended. Where surgery is 
advised in such borderline cases, deformity must be avoided 
and maximum lung function preserved. These criteria are 
fulfilled by the operation of apicolysis already described. 
Because the thoracic cage remains intact, postural deformi- 
ties of the cervical and thoracic spine do not develop, thus 
permitting early ambulation and a more rapid convalescence 
than in a modern thoracoplasty. 

The knowledge that no ribs have been removed, and the 
complete lack of deformity, benefits the patient psycho- 
logically and aids him in no small way in his mental 
adjustment to the disease. 

The possibility of tuberculous infection in the space was 
appreciated, and, to minimize this, care is taken during the 
apicolysis to avoid damage to diseased lung tissue. The 
selection of cases is important. Large cavities near the lung 
surface are probably unsuitable for this type of collapse, as 
the apicolysis may deprive such a cavity of part of its blood 
supply and lead to necrosis of the cavity wall and broncho- 
pleural fistula. We selected cases suffering from unstable 
apical tuberculosis which had been regarded as suitable for 
treatment by thoracoplasty, excluding only the large peri- 
pheral cavity. 

The operation has been carried out in 30 cases in twelve 
months, and, of these, 15 have been observed for a period of 
over six months. There have been no deaths. The opera- 
tion is well tolerated and the patients are allowed up on 
their third post-operative day. With the exception of one 
case of excessive bleeding into the extrapleural space there 
have been no complications. In all cases the initial collapse 
has been maintained and there has been no post-operative 
spread of the disease. Where a positive sputum was 
obtained prior to operation, conversion has been achieved. 


Summary 


A new technique is described for the surgical manage- 
ment of apical pulmonary tuberculosis. The operation 
has been performed on 30 cases in twelve months, with 
excellent results. There have been no deaths and no 
complications. The advantages of the operation are the 
lack of deformity and the conservation of lung function. 
Some years must elapse before the value of the 
procedure can be assessed. 


We wish to thank Dr. A. W. Lees for his advice in the selection 
of cases and the preparation of this paper, and Mr. R. S. Barclay 
for allowing us to treat the patients under his care. 
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The 1957 Whitaker's Almanack, now available, is 
one of the largest editions ever published. Several new 
features have been introduced and the basic sections have 
been brought up to date. This most useful of all general 
reference books costs 18s. 6d. for the complete edition, 
10s. for the shorter edition, and 35s. for the library edition. 
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NITROGEN MUSTARD IN TREATMENT 
OF BRONCHIAL CARCINOMA 


BY 


STUART G. McALPINE, M.B., F.R.F.P.S 
Revistrar in Medicine, University Department of Medicine, 
Royal Infirmary, Glasgow 


In our present state of knowledge surgical treatment 
offers the only hope of cure for patients with bronchial 
carcinoma. When the condition is inoperable it is 
generally agreed that treatment should be directed to the 
relief of symptoms, and that when the lesion is of limited 
extent radiotherapy is the best palliative measure. As an 
alternative to radiotherapy in the inoperable cases, nitro- 
gen mustard has some claims for consideration, and in 
this unit an attempt has been made during the past eight 
years to assess its value. Oswald (1956), quoting 
Smithers (1951), stated that none of the chemothera- 
peutic agents “seems to have the slightest beneficial 
effect upon bronchial carcinomata.” This statement has 
prompted the present attempt to review the value of 
nitrogen mustard in this field. 


Patients Treated and Results 


In the past eight years 46 patients with bronchial carci- 
noma have been treated with nitrogen mustard. The first 
16 of these patients have been previously reported (Brown 
and Davis, 1949). The majority of patients received nitrogen 
mustard (methyl-bis (2-chlorethyl) amine hydrochloride) on 
each of four consecutive days, the dosage varying from 
7 to 10 mg. a day. A few patients who were desperately ill 
received a single dose of 10 mg 

The results of treatment are summarized in the Table. 
Twenty-one patients (46%,) obtained no help from nitrogen 
mustard therapy. Fourteen (30°) had subjective improve- 


Effect of Nitrogen Mustard on 46 Patients with Bronchial 
Carcinoma 


No improvement 21 (46%) 
Symptomatic improvement 14 440") 
Symptomatic and objective improvement 10 Q2%) 
Unable to assess (patient went abroad) 1 (2%) 


ment but no objective change was observed. Half of these 
patients stated that pain had been eased and three had relief 
from breathlessness. All 14 experienced a general improve- 
ment in their health. Ten patients (22°) had both sympto- 
matic and objective benefit from nitrogen mustard therapy. 

In an uncontrolled trial the assessment of the effect of a 
drug in causing symptomatic improvement is always difficult, 
but some support for the belief that nitrogen mustard is truly 
effective is obtained from the 10 patients who showed objec- 
tive improvement. The following are brief details of these 
10 cases 

Four patients had clinical and radiological evidence of re- 
expansion of collapsed lung and/or reduction in size of the 
tumour mass. In one of these patients cervical gland metastases 
disappeared, and in another temporary improvement in paraplegia 
occurred 

Iwo patients had reduction in the size of cervical gland en- 
largement; in a third patient a considerably enlarged liver became 
impalpable; and in a fourth there was radiological evidence of 
decrease in size of mediastinal glands 

One patient with mediastinal obstruction obtained great relief 
Facial and jugular venous engorgement disappeared and breath- 
lessness was relieved. The patient was able to return home. 


One patient who had a paraplegia with metastases in the 
vertebral bodies regained lez movement and control of bowel 
and bladder function for 10 days before relapsing 


It should be stressed that objective improvement was of 
short duration and seldom exceeded one month. Similarly, 
symptomatic benefit could generally be measured in weeks 
before relapse occurred. Almost. half of those who failed 
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to benefit were desperately ill when treatment was given, and 
many died within a few weeks of completion of therapy. 

When nitrogen mustard is given with adequate premedica- 
tion, using pentobarbitone sodium and_ chlorpromazine 
(Wintrobe et al., 1954) very little systemic upset is experi- 
enced by the patient. Four hours before the administration 
of nitrogen mustard 25 mg. of chlorpromazine is given orally 
This dose is repeated with 3 gr. (0.2 g.) of pentobarbitone 
sodium at the time of administration of the mustard. If the 
patient complains of nausea after treatment chlorpromazine 
is again given either orally or parenterally. We have used 
this regime for the past year and have been very favourably 
impressed with the results obtained. 


Discussion 

Nitrogen mustard may exert a palliative effect in about 
half the patients with inoperable bronchial carcinoma to 
whom it is given. Brown and Davis (1949) published the 
results of 16 cases treated with nitrogen mustard : four had 
both subjective and objective improvement, four subjective 
improvement only, and in eight no response was observed 
[his series has been extended by a further 30 consecutive 
cases and very similar results have been observed. In the 
combined series 52° of patients received benefit, of whom 
22%, had subjective and objective improvement and 30% sub 
jective improvement alone. These results are in close agree 
ment with those reported by Davidson ef al. (1951), who 
stated that approximately 50° of 54 patients treated by 
chemotherapy alone obtained some symptomatic benefit. 
generally of less than one month's duration. 

Although nitrogen mustard has a beneficial effect in a 
proportion of patients with inoperable bronchial carcinoma, 
the results obtained are seldom dramatic and are usually 
short-lived. When the disease is only of local extent, radio- 
therapy will usually give better results in that the benefit 
may be of considerable duration. The question then arises 
whether treatment with nitrogen mustard is worth while 
There are three main reasons why we believe that it has 
some place in the treatment of bronchial carcinoma. 

1. In our experience harm has never resulted from the 
careful administration of nitrogen mustard, and sometimes 
it has done good. Occasionally two or even three courses 
have been given at intervals of not less than six weeks with- 
out ill effect. 

2. Radiotherapy centres are confined to large towns and 
cities. Often it is problematical whether it is worth while 
to transfer an ill patient from a peripheral hospital to a 
busy radiotherapy centre, particularly if the journey is likely 
to be distressing to the patient. Nitrogen mustard, on the 
other hand, can be given in any hospital, no special equip- 
ment is required, and the expense is much less. 

3. In the past a justifiable criticism of nitrogen mustard 
therapy was that the side-effects of treatment were more 
unpleasant than the symptoms of the disease. This criticism 
is now seldom applicable if a proper sedative and anti-emetic 
regime is carried out. Most patients are pleasantly sleepy 
throughout the treatment period, and the side-effects from 
nitrogen mustard are often much less than those from x-ray 
therapy. 

It is concluded that if nitrogen mustard is used in the full 
realization that it is a purely palliative measure which will 
help only one-half of the patients to whom it is given, and if 
it is administered only to those in whom the disease has 
metastasized to mediastinal glands or beyond and whose 
Symptoms require treatment, then it is believed that it still 
has a place in the treatment of inoperable bronchial carci- 
noma. 

Summary 

Nitrogen mustard has been administered to 46 patients 
with inoperable bronchial carcinoma. Twenty-four 
derived some benefit from treatment, but this was 
generally of short duration. It is concluded that the 
place of nitrogen mustard therapy is one of palliation 
when the tumour has spread to mediastinal glands or 
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beyond and symptoms urgently require treatment. It 
has the advantage over radiotherapy that it can be given 
in any hospital. Unpleasant side-effects of the treatment 
can be minimized by the use of pentobarbitone sodium 
and chlorpromazine. 


I wish to thank Professor L. J. Davis for his helpful advice in 
the preparation of this paper. Part of the expenses for this work 
was borne by the Rankin Fund of the University of Glasgow 
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Chronic peptic ulcer of the oesophagus is a well- 
recognized complication of those types of diaphragmatic 
herniae which allow regurgitation of acid gastric contents 
into the oesophagus (Jackson, 1929; Dick and Hurst, 


1942). Like peptic ulcers elsewhere, if untreated they 
may perforate. Because of the usual anatomical 
situation (on the postero-lateral aspect) perforation 


occurs most commonly into the mediastinum or into one 
or other pleural cavity (Friedenwald et al., 1929 ; Coffey 
and Dravin, 1951 ; Gent, 1951). Very rarely the aorta 
(Christopherson, 1917) or the pulmonary veins (Barrett, 
1950) are involved. We describe here a case in which 
the ulcer was situated on the anterior wall and perfor- 
ation took place into the pericardial cavity. 


Case Report 


A sales representative first came under the care of one 
of us (K.S.) in 1943, when he had a duodenal ulcer, radio- 
logically proved. In 1948, at the age of 58, he was found 
to have a “sliding” diaphragmatic hernia. In September, 
1949, a small pocket of peptic ulceration was seen radio- 
logically on the posterior wall of the lower end of the 
oesophagus. Ocsophagoscopy confirmed the presence of 


the ulcer. In May, 1951, he was operated upon. An 
vesophageal ulcer and short oesophagus were found in 
association with a diaphragmatic hernia. The hernia was 


repaired and the stomach replaced in the abdomen. The 
diaphragm was fixed to the oesophagus at a higher level. 
Left phrenic crush and double vagotomy were also carried 
out 

After this the patient felt well and regained weight until, 
in October, 1951, he began to get more dyspepsia, associated 
with pain in the left shoulder. A further barium-meal 
examination showed that reflux was still occurring from 
stomach to oesophagus, although there had been no recur- 
rence of the hernia. 

In January, 1953, one of us (K.S.) was called to see him 
because of symptoms of general malaise and pain in the left 
shoulder. His temperature was 99.2° F. (37.3°C.), pulse 
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80 a minute and regular. He was thought to be suffering 
from a mild influenzal infection and was advised to remain 
in bed. At 2 a.m. the following day he woke up suddenly 
with severe retrosternal pain. When seen at 4.30 a.m. he 
presented the clinical picture of coronary thrombosis. An 
injection of } gr. (22 mg.) of “ omnopon ™ was given. Three 
hours later he was still deeply shocked and in great pain. 
and an unusual murmur was then heard throughout the pre 
cordial area. It could not be separated from the heart 
beat. One had the impression that liquid was rushing 
through a narrow opening, the sound being comparable to 
that of water passing through a narrow gorge. His blood 
pressure, previously about 170/110, was now 140/80 

An electrocardiogram taken sixteen hours after the onset 
of the pain showed no evidence of myocardial infarction 
Nevertheless, the differential diagnosis was thought to lie 
between: (1) myocardial infarction, (2) dissecting aneurysm, 


and (3) perforation 


of a peptic ulcer | 


of the oesophagus | 
or perforation ol 
an ulcer in a re- 
formed hiatus her- 
nia, The patient's 
general condition 
was such that open 
exploration or any 
other investigation 
could not be con- 
sidered. The mur- 
mur persisted un- 
changed through- 
out the day until 
death occurred, 
about 21 hours 
after the onset of 
the severe pain. 


Necropsy was 
performed sixty fig, 1—The heart has been lifted for- 
hours after death ward to show the perforations, through 


(D.D.G.). On open- which a probe is lying. 


ing the chest the 
pericardial sac was 
found to be dis- 
tended, and 100ml. 
of greenish-black 
liquid, containing 
semi-digested food 
particles, was re- 
moved. Two small 
perforations were 
found in the pos- 
terior part of the 
sac just to the left 
of the inferior 
vena cava (Fig. 1), 
through _ which 
more ot the 
greenish- black 
liquid was seeping. 
The flow of this 
liquid (which was 


later seen to be 

identical in appear- 

ance with the Fig. 2—The posterior wall of the oeso- 
stomach contents) phagus has been cut to show relationshi 


of ulcer to cardia. A probe lies through 

one of the perforations A piece of 

suture material appears in the inferior 
edge of the ulcer. 


could be increased 
by pressure on the 
stomach, At the 
lower end of the 
oesophagus, on its anterior aspect, was found a pear-shaped 
ulcer (5 by 5 by 4.5 cm.) 2 cm. deep, four-fifths of which lay 
about the level of the attachment of the diaphragm (Fig. 2) 
The edges of the ulcer were thickened and overhanging 
The central part of the floor was extremely thin and two 
perforations were seen (0.8 by 0.5 and 0.2 by 0.2 cm.). A 
probe passed through these emerged in the: pericardial sac. 
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Around the edge of the were found three 
attaching diaphragm to oesophagus. Both pleural cavities 
contained 250 ml. of fibrinous liquid but no food particles 
A well-developed Meckel’s diverticulum was present in the 
No other significant abnormalities were found 


ulcer sutures 


ileum 

Histological examination of sections from the edges of 
the ulcer was made difficult by the extent of vost-mortem 
change which had taken place. The appearances were 
compatible with peptic ulceration; no evidence of malig 
found. The ulcer floor consisted of vascular 
In a section from the lower edge gastric 
mucous membrane was seen. In sections from the upper 
edge no epithelium was recognizable: they included two 
thick, well-defined layers of smooth muscle. 


nancy was 
fibrous tissue 


Comment 

A search of the literature has yielded very few reported 
instances of oesophageal lesions forming communications 
with the pericardial cavity. Parkes (1849) described the 
first case, due to trauma, in a sword swallower aged 19, 
fit and athletic His patient also developed, some hours 
before death, a “ friction sound both diastolic and systolic 

. mixed with a peculiar kind of metallic rhonchus 
carried up to the top of the sternum.” At post-mortem 
examination it was found that the sword had penetrated the 
oesophagus and passed into the pericardium at the angle 
formed by the reflection of the sac from the right auricle. 


The second case was described by Trotter (1852), the 
cause being “simple ulceration.” Rese (1883) reported a 
case in a boy of 13, the oesophageal lesion being a “ silent 


ulcer.” Fairen (1927) claimed to have collected seven cases 
from the literature, but he gave no references, and we 
have been able to find only the above three cases reported 
prior to his paper He himself added two more—one 
following the ingestion of lye, and one due to a malignant 
ulcer 

The next case was that of Imperatori (1928), who found 
a fistula between oesophagus and pericardium in a child 
of 13 months who had swallowed an open safety-pin. Barrett 
and Franklin (1949) described the perforation into the peri- 
cardium of an ulcer occurring in the oesophagus after 
oesophago-jeyunostomy 

Finally, Viollet (1954) has described a case in a patient 
very similar to ours who had had dyspepsia for years and 
at necropsy was found to have oesophagitis and a benign 
ulcer just above the cardia All these cases were fatal. In 
only four was the perforation due to peptic ulceration 

The diagnostic clue in our patient, and in Parkes’s (1849). 
was the peculiar murmur heard over the praecordium, the 
significance of which was not appreciated at the time. If 
it had been, the question of surgical intervention and peri- 
cardial toilet would have had to be considered: certainly 
conservative measures would appear to have no part to play 
in the treatment of the condition. 


Summary 
A case is described of perforation of a peptic ulcer 
of the oesophagus into the pericardium. Only four such 
cases have been reported previously. 
We wish to thank Dr. A. M. Barrett, of the Department of 


Pathology, University of Cambridge, for his help with the post- 
mortem examination, and Dr. L. B. Cole for reading the 


manuscript 
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In our experience it is not unusual for a blood-stained 
tap to be obtained when labour is induced by surgical 
rupture of the hind-waters. That this accident may be 
associated with damage to foetal vessels in the placenta 
and consequent serious foetal blood loss has been 
brought home to us by the deaths of two babies within 
the past few months. 

Surgical induction of labour is generally regarded as 
a minor obstetric procedure, and, provided it is carried 
out with care, accidents to mother or baby are not 
expected. We record here the clinical details of our two 
cases because the complication that we describe carries 
a very real threat to the life of the child. 


Case 1 

The patient, a S-gravida aged 29, was admitted to hospital 
when 37 weeks pregnant because of albuminuria and hyper- 
tension. One week after admission it was decided to induce 
labour by rupturing the hind-waters. The membranes were 
swept and an attempt was made to rupture the hind-waters 
with a Drew Smythe catheter. A few millilitres of blood 
was obtained and the procedure was abandoned. The foetal 
heart sounds were checked at once and afterwards at regular 
intervals, but no distress was noted. Once or twice during 
the next 24 hours there was a small ooze of blood from the 
vagina. Twenty-eight hours after the attempted induction 
of labour the foetal heart suddenly became irregular and a 
lower-segment caesarean section was performed at once. A 
live child, weighing 7 Ib. 8 oz. (3.4 kg.), was delivered. The 
baby looked pale and the haemoglobin level at 20 minutes 
was 70% (10.3 g.). The maternal aspect of the placenta was 
quite normal, but on the foetal side there was a blood clot 
of 2 to 3 oz. (60 to 85 ml.) lying under the membranes. 
When the blood clot was gently removed it was found to 
surround a puncture wound in one of the large foetal vessels. 
A portion of the blood clot was examined by a modification 
of the method described by Singer, Chernoff, and Singer 
(1951) and proved to be foetal blood. 

The baby, at the age of 1 hour, was given a blood trans- 
fusion, and although the child’s condition did initially 
improve it became very oedematous and died at the age of 
52 hours. No urine had been passed, nor had any been 
obtained on catheterization. Post-mortem examination 
revealed extensive tubular necrosis in both kidneys, and death 
was considered to have been due to shock following upon 
haemorrhage. 

Case 2 

The patient, a 6-gravida aged 34, was admitted to hospital 
at term on account of mild pre-eclamptic toxaemia. Six days 
after admission surgical induction of labour was attempted. 
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The membranes were swept and a Drew Smythe catheter was 
introduced in order to rupture the hind-waters. A few 
millilitres of pure blood was obtained and the catheter was 
at once withdrawn. The foetal heart was checked carefully 
but there was no evidence of distress. Three days later the 
membranes were successfully ruptured with a Drew Smythe 
catheter and 6 oz. (170 ml.) of heavily blood-stained liquor 
was withdrawn. The foetal heart sounds were checked 
regularly until labour began 16 hours later ; at no time was 
foetal distress noted, but with the onset of labour the heart 
sounds suddenly disappeared. After labour lasting 12 hours 
the patient delivered a stillborn child, weighing 7 Ib. (3.2 kg.). 
The child was very pale, and examination of the foetal 
aspect of the placenta revealed a tear in one of the vessels. 
Under the amnion, surrounding the torn vessel, was a blood 
clot 2 in. (5 cm.) in diameter. Death was attributed to foetal 
exsanguination. 
Haemolytic disease was excluded in both cases. 


Discussion 

In performing surgical induction of labour it is invariably 
our practice to sweep the membranes off the lower uterine 
segment before rupturing the hind-waters. Possibly, in both 
cases described above, the placental edge lay just beyond 
the examining finger. On the other hand, in the course of 
rupture of the hind-waters the Drew Smythe catheter is 
introduced well beyond the examining finger, and it is not 
surprising that the lower margin of a posteriorly situated 
placenta is occasionally encountered, even though the 
placenta lies entirely in the upper segment. It is not practic- 
able for placentography to be carried out on all patients who 
are to have a surgical induction of labour, and it seems to 
us that so long as rupture of the hind-waters with a Drew 
Smythe catheter is accepted practice then the risk of the 
accident we describe will always be present. 

In the first case a caesarean section was undertaken as soon 
as foetal distress was noted, but the warning was too late, 
for the baby died in spite of blood transfusion. In the 
second case the foetal heart sounds disappeared without 
warning several hours after the injury to the foetal circula- 
tion. Where a blood-stained tap has been obtained we 
believe there is need for a simple reliable test to differentiate 
foetal from maternal blood. By this means earlier warning 
of damage to the foetal circulation will be obtained and the 
case managed with greater assurance. Had such a warning 
been available in our two cases the lives of the babies might 
well have been saved. 

One of our colleagues in the Princess Mary Maternity 
Hospital, Dr. G. S. Anderson, has modified the test described 
initially by Singer et al., and by means of a technique 
employing rapid denaturation of the blood sample 
(Mitchell et al., 1956) is able, within 10 minutes, to tell 
whether foetal blood is present. This test is now being 
applied to all cases of ante-partum haemorrhage in the 
hospital. 


Summary 

Rupture of the hind-waters by means of a Drew 
Smythe catheter is a method often used for induction of 
labour in this country. 

We record two cases in which the procedure resulted 
in damage to foetal vessels in the placenta and death of 
the baby due to exsanguination. 

When a blood-stained tap is obtained with a Drew 
Smythe catheter we suggest that the sample be checked 
to find out whether foetal blood is present. 


We are indebted to Professor Harvey Evers for permission to 
publish details of Case 1. 
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Medical Memorandum 


Complete Rupture of Uterus with Subsequent 
Pregnancy 

A Mohammedan woman, a primipara aged 30, was first 
admitted to hospital as an emergency in May, 1954. Labour 
pains had started on the morning of May 15, and the mem- 
branes had ruptured during the night of the 16th. Labour 
continued all day and night with apparently little progress. 
On the morning of the 17th the pains suddenly became 
severe and slight bleeding per vaginam started. The pains 
ceased just as suddenly, but the bleeding continued. 

Her condition on admission on the afternoon. of May 18 
was poor. The pulse was rapid, of low tension, and of poor 
volume, The tongue was dry and she was repeatedly vomit- 
ing A slight blood-stained discharge was coming from the 
vagina. Abdominal palpation showed the foetus to be easily 
palpable, and a diagnosis of rupture of the uterus was made. 
Two pints (1,140 ml.) of “ plasmosan” was given intraven- 
ously. 

A para-umbilical incision was made and the foetus was 
found lying free in the abdominal cavity along with the 
placenta, Both foetus and placenta were removed. Inspec- 
tion of the uterus revealed a complete rupture extending from 
the anterior surface of the lower segment laterally up to 
the fundus. There was no damage to the bladder. As the 
patient’s condition was poor and no facilities for blood trans- 
fusion exist here the uterus was sutured and the abdomen 
closed. 

The patient made a good recovery and was discharged on 
June 3. She was advised not to become pregnant for at least 
a year. Post-natally she was seen here twice routinely, and 
had made a good recovery. 

About a year after her discharge pregnancy was confirmed 
again. On December 28, 1955, she was admitted to the 
General Hospital and kept under observation in view of her 
previous history. Her height was 4 feet (122 cm.). The 
haemoglobin was 10.5 g.% Sahli; R.B.C., 3,488,000 per 
c.mm.; W.B.C., 6,100 per c.mm.; Kahn negative. One 
tablet of “fersolate” was given four times a day. Urine 
and stool examinations revealed no abnormality, and blood- 
pressure recordings were within limits of normality. Vaginal 
and x-ray examinations revealed a severe degree of con- 
tracted pelvis. 

Pregnancy proceeded normally, and on January 31, 1956, 
the abdomen was opened through a midline subumbilical 
incision under chloroform anaesthesia. The old uterine tear 
had healed remarkably, and it was difficult to realize that 
only a year previously a complete rupture had existed. 
With a lower-segment caesarean section a live 74-lb. (3.4-kg.) 
male child was delivered. The child cried immediately. 
The old scar did not tear and bleeding was minimal. The 
placenta was delivered easily. Sterilization was carried out 
and the abdomen closed in the normal manner. The mother 
and child did well, and the patient was discharged on 
February 12. 

COMMENT 

The patient was an ordinary tea estate labourer living in 
an isolated estate. 

There are no facilities for blood transfusion here, and 
in cases of rupture of the uterus, which occur not infre- 
quently, the uterus is sutured on every occasion. No 
hysterectomies are done for such cases. 

In this case it was apprehended that the uterus might 
rupture a second time, and for this reason the patient was 
admitted to hospital for observation. Another reason was 
that a child to this type of woman, particularly a male child, 
is SO important. 

I am indebted to Dr. M. O. Cheriyan for his helpful advice 
and criticism in this case and to Mrs. T. George and Mrs. M. 
Philip for their help and assistance at operation. 

D. H. Fintayson, M.B., Ch.B., 


Travancore, South India. 
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CELLULAR BIOCHEMISTRY 


The Chemistry of Livine Cells By Helen R Downes 
(Pp S49 +x: illustrated 45s.) London, New York 
I Longmans, Green and Co 1985 

This an excellent introductory textbook based on the 


derived from many years of teaching bio- 
to senior students who are primarily chemists or 
instances a historical method of devel- 
and succinct biographies ot 
references 


experiences 
chemustr 

biologists. In many 
ying the subject is employed, 
prominent investigators are included. General 


to the literature are given as a guide to further reading, 
ind study questions are also aitached to each chapter. 
Since the author has found in practice that it is always 
necessary in teaching to review the laws of solutions and 


the chemistry of the foodstuffs before attempting to deal 
with the complex transformations which take place within 
these subjects are included and are adequately and 
ucidl discussed 

Part I, which is headed “Some Preliminary Considera 
deals with biochemical history and literature, selected 
rties of aqueous solutions, and the structure of living 


propert 


trons 


forms. Part II discusses the organic constituents of the cell, 
carbohydrates, compounds of nitrogen, lipids, and enzymes 
The third part of the book, which takes up about one-halt 
f the whole, is concerned with intermediary metabolism 
the study of intermediary 


ind discusses methods used i 
netabolism ; transportation systems ; digestion and absorp- 
hon metabolism ol compounds of nitrogen ol lipids, and 
of carbohydrates ; biological oxidation ; and biesynthetic 
Wherever appropriate the processes of meta- 


mechanisms 
bolism in ditlerent forms of life are compared. 

This book provides an excellent introduction to bio- 
chemistry, as well as a useful revision for those who need a 
icid and straightforwardly written account of a subject the 
expansion of which ts so rapid as to threaten at times to 
get out of hand 

F. G. YOUNG 


ANDROGENS 


Androgens: Biochemistry, Physiology, and Clinical Signifi- 
cance By Ralph I. Dorfman, Ph.D., and Reginald A 
Shipley, M.D. (Pp. 590+xvn. £5 8s.) New York: John 
Wiley and Sons, Inc. London; Chapman and Hall Ltd. 
1956 
This book is the first to deal specifically with the subject 
of the androgens in its widest sense. Undoubtedly it meets 
a much-felt need for a comprehensive monograph—a need 
which has arisen because of the vast growth of the literature 
in recent years. The field is very well covered, as a glance 
through the nine pages of contents will quickly show. Part I 
contains a brief general and historical introduction. Part II 
deals with biochemistry, including an extensive section on 
the metabolism of androgens. Part III covers the physio- 
logical actions of androgens, and Part IV the clinical aspects 
The appendices, which are not the least important part of 
the book, list the names and structural formulae of 225 
steroids of significance to this subject (each is numbered. 
and the number is given at each reference to the compound 
in the text), and give details of technical procedures for 
the chemical and biological determination of androgens 
To the clinician the clinical section, which is eminently 
readable, will prove of greatest interest--and this interest 
extends far beyond the sphere of endocrinology alone 
The remainder of the book is likely to be of value mainly 
for reference purposes, and a good index, together with 
an extensive bibliography at the end of each chapter, 
contributes greatly to this end. As a small point of criti- 
cism, | found the section dealing with intersexuality rather 
superficial and, perhaps indvitably, not up-to-date. 


G. I. M. Swyer. 
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FRACTURES 


The Treatment of Fractures By Lorenz Boéhler, M.D 
Volume | Translated from the thirteenth German edition 
by Hans Tretter, Helen B. Luchini, Frank Kreuz, Otto A 
Russe, and Robert G. B. Bjornson (Pp. 1,072+Xxxxii 
illustrated. $24.50.) New York and London: Grune and 
Stration 1956 
It is probable that Professor Béhler has treated more frac- 
tures than any other surgeon. Those who have seen the 
departments he has organized in Austria and read his books 
are likely to regard him as one of the greater hospital 
administrators in Europe during this century. At the Acci- 
dent Hospital in Vienna during 30 years he was responsible 
tor the care of nearly three-quarters of a million out-patients, 
of whom rather more than 10 were admitted to the 
wards 

This book is world-famous, and it is remarkable that 
there have been thirteen German editions in 25 years, and 
the book has been translated into six languages. It is 
divided into “ General Considerations * and “ Special Parts,” 
the latter being mostly concerned with the pectoral and 
pelvic girdles, the spine, and the upper limb (the lower limb 
is dealt with in a subsequent volume). Bd6hler has altered 
his principles of treatment little, so that his great experience 
has enabled him to give detailed descriptions of the radio- 
graphy of fractures, skeletal traction, local and regional 
analgesia, the use of plaster casts—which he almost invari 
ably splits, not leaving a single thread uncut—-and the diffi 
culties and dangers that may be encountered in the treat- 
ment of fractures. The chapter on the treatment ol 
fractures and dislocations of the spine is masterly and is 
appropriately illustrated. His teaching of the treatment of 
fractures of the upper limb differs largely from that of most 
British and American schools. Operative treatment is 
avoided more than in Britain, and the author mentions 
that infection of operation wounds and sinus formation are 
complications encountered subsequent to this. The treat 
ment of gunshot wounds of the upper limb as described is 
quite out-of-date. When the German edition from which 
this was translated was written the author had had little 
experience of antibiotics, and doubtless the use of penicillin 
and “mycins” in Central Europe will modify many of the 
views expressed. 

Béhler has always been an advocate of getting the patient 
to the fracture clinic as early as possible, and so it is not 
surprising to find limited description of the complications 
and difficulties arising owing to delay in the patient reach- 
ing the surgeon. Many patients and surgeons owe Bohler 
a debt of gratitude for his work on the treatment of injury 
and for recording much of this, so that it can be studied 
and practised. 

Sr. J. D. Buxton. 


MEDICAL PARASITOLOGY 


Medical Parasitology. By William G. Sawitz, M.D. Second 

edition. (Pp. 342+1x; illustrated. 45s.) London: McGraw- 

Hill Publishing Co, Ltd. 
The second edition of this book contains much new matter 
relating to the clinical side of parasitology, including treat- 
ment, and the last two chapters of the book give a useful 
synopsis of the treatment, control, and diagnosis of the 
more important parasites. The vocabulary of technical 
terms is excellent and will continue to prove invaluable to 
student and teacher alike. The work is written for the non- 
specialist, and attempts to cover in three main chapters the 
protozoa, helminths, and arthropods; it is so brief that it 
might as well have included the bacteria, fungi, rickettsiae, 
and spirochaetes, because the principles on which parasito- 
logy is based relate equally to such organisms. The book 
is intended essentially for workers in the U.S.A. ; lists of 
species often relate only to that country, and where the 
author describes Old World forms mistakes become 
numerous. 


P. C. C. GARNHAM. 
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Dispels headache 
Disperses visual disturbances 
Defeats nausea and vomiting 


A new product—‘ Migril ’—provides, for the first time, a successful 
3-way attack on migraine. 

*Migril’ contains ergotamine tartrate (2 mgm.), caffeine (100 mgm.) 
and cyclizine hydrochloride (50 mgm.) in each tablet. The inclusion 
of cyclizine hydrochloride not only eliminates the nausea and 
vomiting often associated with migraine but also enables larger 
and more effective doses of ergotamine to be administered. 
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gastric irritant 


aspirin 


Furtner researcu has now been done into the irritant effects of aspirin upon 
the gastric mucosa. A detailed report on this work appears under the headine 
“Aspirin and Ulcer” in the B.M.J., July 2, 1955. 


The summary of the discussion appended to this report is as follows: 


“Aspirin is a serious gastric irritant, particularly in peptic ulcer patients.” 


Here is a further extract from the report: result-. and. although this imethod 
conclusion it is suggested that aspirin should — certainly mitigates its irritant efleet-. it does 
never be given to patients with peptic uleera- not guarantee immunity. Caleium aspirin does 
tion, or indeed to those who have any gastric not have this irritant action unless it ha- de- 
intolerance to it, however mild. Such an teriorated through standing, aud it can be 
instruction should be given a prominent used with impunity, especially if prescribed in 
place in peptic uleer advice charts, usually in soluble form. This simple measure would, in 
place of much that could be safely left out. our opinion, cut down significantly the inei- 
Some of these patients took aspirin on a full) dence of haematemesis and exacerbations of 


stomach only in powder form, with serious —uleer symptoms.” 


so LPRI N provides calcium aspirin in pure and stable form 
CODIS is a compound tablet that provides codeine and phenacetin 


and calcium aspirin, in place of the ordinary aspirin in 
Tab. Codein. Co. B.P. 


Neither SOLPRIN nor CODIS is advertised to the public 


RECKITT & COLMAN LTD., HULL & LONDON (PHARMACEUTICAL DEPT., HULL) 
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UNITY OF PURPOSE 
Correspondence in the present and recent issues of 
the Supplement shows that restiveness in the profes- 
sion is increasing, as well it might. Other evidence 
suggests that this is being replaced by anger at the 
summary treatment to which the Ministers have sub- 
jected us. As employers of the great majority of the 
profession the Ministers have in effect said to doctors 
as employees, “Go to the courts with your 
grievance.” What an attitude ! Nothing could have 
brought home more forcibly to the profession that it 
is in the grips of a bureaucratic machine notorious for 
its lack of imagination and remoteness from the hard 
daily experience of men and women who spend their 
lives working with people. The letters published in the 
Journal indicate that dissatisfaction with the National 
Health Service as it is to-day is as great as the 
grievance over pay. And even in this respect, and 
although many doctors are hard hit financially, it is 
the breach of faith by the Government over the Spens 
reports that goes to the core of the relationship 
between medicine and the State. Dr. John C. Wood 
(Supplement, December 8, p. 212) points to one 
serious reaction to this when he writes : “ The steady 
emigration of frustrated senior registrars and assistant 
general practitioners makes it obvious that they prefer 
the risk of the unknown to the restrictions and frustra- 
tions of home.” The decline of entry into medical 
schools is another sign. Dr. Wood voices the thoughts 
of many when he calls for an investigation into the 
medical services of other countries so that we may 
compare the advantages and defects of each and 
measure them against the advantages and defects of 
the N.H.S. One thing does seem to stand out, and 
that is that other countries are most reluctant to take 
the British Health Service as a model it is desirable 
to follow. “We must aim,” Dr. Wood says, “to 
provide a service better than the present one and at 
the same time have as our object the removal of 


decisions on organization and finance from the realms 
of politics.” Until some satisfactory alternative 
scheme has been prepared under which the majority 
of doctors would be willing to serve he deprecates the 
proposals made by some that there should be a with- 
drawal of professional services under the N.HLS. 
Those who advocate withdrawal should carefully con- 
sider this point of view and the effect of any step that 
wight be held to put the public, their patients, at a 
disadvantage. The British public has a strong sense 
of fair play, and would be more than ready to back 
up the profession in any attempt to make the medical 
services of this country better than they are, and to 
see that the conditions under which doctors live will 
make it possible to work with a contented mind and 
a fair reward. But any precipitate action might lose 
us their good will. Withdrawal of the profession ex- 
cept into an alternative service carefully planned in 
advance would be a risky procedure, and would en- 
courage those who would not hesitate to widen those 
divisions in the profession which already exist. If 
dissatisfaction with the N.HLS. is in fact as widespread 
as many think it is, then the real interests of both the 
public and the profession will be best served if alter- 
native schemes are examined and as a result some- 
thing better provided. There is certainly no lack of 
evidence in the Dominions and other countries which 
could be at the disposal of a committee of inquiry if 
one were to be set up. In the meanwhile the Negoti- 
ating Committee is determined to press the Minister 
to a conclusion on the outstanding issue of increased 
remuneration according to the recommendations of 
the Spens Committees. 

The other plea that is being voiced—-and more 
loudly as the weeks and months pass—is for leader- 
ship. In this country leadership does not mean 
dictatorship or arbitrary one-sided action. Our col- 
leagues in the Dominions have been surprised and 
dismayed to see rifts grow in the home country 
between different sections of the profession, because 
they know that such rifts lead to disunity, weak- 
ness, and vacillation, symptoms, maybe, of similar 
disorders in the country at large, in a country which 
recent events have shown is so easily divided against 
itself. The capacity to adapt becomes less easy when 
the circumstances to which adaptation must be made 
change so rapidly. But adaptation is the handmaid 
of survival. 

In the field of medical politics the British 
Medical Association, as its long history shows and 
as its constitution demands, is in a position held by 
no other organization of medical men in this country. 
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It has been established by doctors acting in voluntary 
association to do certain tasks and alone has the 
machinery to see that they ais done. If it has made 
mistakes it shares a characterisiic common to human 
beings whether acting individually or collectively. But. 
if the profession is to grapple with determination and 
unity of purpose with the perplexities and problems 
that face it in the organization of medical services, the 
brunt of it all must be borne by the B.M.A. working 
Consultants 
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for and with the profession as a whole. 
and specialists, general practitioners, public health 
officers, hospital staffs, must pool their resources of 
wisdom and experience, must act as one profession 
instead of attempting to act as several professions. 
We must begin by asking the right questions, in the 
hope that out of the variety of answers that will be 
given the right one will be found. The question of 
remuneration which has brought present discontents 
to a head is only one of a number of questions, and, 
as many correspondents have suggested, important as 
it is, there are others no less important and no less 


urgent. 


TRYPANOSOMIASIS IN AFRICA 
In many parts of tropical Africa human trypano- 
somiasis, due to Trypanosoma gambiense or T. rhode- 
siense, is a major problem of public health. Animal 
trypanosomiasis due to related species of parasites 1s 
even more widespread, especially in East Africa, and, 
since it is fatal to cattle and other stock, it is an impor- 
tant cause of economic loss. The chief agent of trans- 
mission of these diseases is the tsetse fly, of which 
many species, with varied habitats, are known vectors. 
The fly is the object of continual study, and the know- 
ledge gained about it was recently collected together 
by the late Professor P. A. Buxton,’ himself an out- 
standing worker in this field of entomology. The 
tsetse fly infests 280,000 out of a total of 640,000 


1 Buxton, P. A., The Natural History of Tsetse Flies, 1955, London 
*East African Tsetse and Trypanosomiasis Research and Reclamation 
Organization, Annual Report, 1954-55 


* Van Hoof, L. M. J. J., Trans. roy. Soc. trop. Med. Hyg., 1947, 40, 728 

* Pairbairn, H., Ann. Soc. belge Méd. trop., 1954, 34, 663. 

* Special! No., Méd. trop. Marseille, 13, 1953, 807-856 

* Gallais, P., Gastaut, H., Cardaire, G., Planques, L., Pruvost, A., and 


neurol. (Paris), 1951, 88, 9S 

* Radermecker, J., Bull. Soc. Path. exot., 1954, 47, 397 

* Mulligan, H. W., Trans. roy. Soc. trop. Med. Hyg., 1955, 49, 199. 

* Willett, K. C., BE. Afr. med. J., 1955, 32, 273 

” Northern Nigeria Medical Department, Sleeping Sickness Annual Report, 
1953-4 and 1954-5 

\ Priedheim, E. A. H., Ann. Inst. Pasteur, Paris, 1940, 68, 108. 

1 Williamson, J., and Lourie, E. M., Nature (Lond.), 1948, 161, 103 

“ Rollo, lL. M., and Williamson, J., ibid., 1951, 167, 147. 

* Duggan, A. J., and Hutchinson, M. P., Trans. roy. Soc. trop. Med. Hye., 
1951, 44, 535 

** Anted, F. 1. C., ibid., 1953, 47, 387 

® Marneffe, J., Ann. Soc. belge Méd trop., 1955, 35, 357. 
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square miles of East Africa’: in the last 25 years 
measures to control it have produced a net gain of 
only 3% in land cleared permanently of the fly. As 
the populations and economies of the affected 
territories expand the slow decrease in the area 
infested is likely to continue. The “fly country,” 
unused and uneroded land, may be needed quite soon 
if the human population rises beyond the capacity of 
the present settled regions to support it. Meanwhile 
the fly is protecting the unique African wild life, 
which is unharmed by the trypanosomes and which is 
the reservoir of 7. rhodesiense and of cattle infec- 
tions. The role of animals as a reservoir of T. gam- 
biense is still in doubt.** The need to clear up this 
doubt is pressing, especially in those regions where 
control of trypanosomiasis by drug prophylaxis is 
being attempted. 

That part of the trypanosomes’ life cycle which is 
spent in the human host is a subject of speculation, 
and so are the reasons for the latency of some infec- 
tions and of relapses. There have been suggestions 
that these organisms may, like T. cruzi, have a phase 
of intracellular development.’ Very early E.E.G. 
changes have been recorded in experimental Gambian 
infections,® once even within 24 hours of the inocula- 
tion of the trypanosome and 14 days before it could 
be found in the blood.” These effects were in- 
dependent of changes in the C.S.F. and were reversed 
by the therapeutic administration of suramin (“ antry- 
pol”). However, changes in the E.S.R. and in gamma- 
globulins are also found before overt blood infection,* 
and there is no direct evidence at present that the 
abnormal E.E.G. patterns are due to the trypanosomes 
themselves rather than to their biochemical effects. 

Many successes with prophylactic pentamidine 
have been reported from areas where Gambian sleep- 
ing sickness is endemic, and this drug is now widely 
used in countries, such as the Belgian Congo, where 
the necessary close administrative control of the 
people exists. It is given intramuscularly in doses of 
3-4 mg. (base) per kg. of body weight ; protection 
lasts for 6 to 12 months, and toxic effects are in- 
considerable. Failure of protection, which has been 
reported to occur in only 0.1% of those injected, is 
attributed to pre-existing infection which was missed 
at the preliminary examination.* In Bechuanaland, 
however, T. rhodesiense infections have broken 
through after two months, and elsewhere pentamidine- 
resistant strains have been found.’ No resistance to 


suramin has ever been reported, but the period of 
protection is short. Neither drug is recommended for 
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lest they should suppress the early symptoms of the 
disease and thus dangerously delay the diagnosis. 

Tryparsamide is the mainstay in the treatment of 
Gambian infections. It used to be the only drug 
effective in the “ sleeping-sickness ” stage, when the 
C.N.S. is involved. Unfortunately tryparsamide 
resistance is increasingly common in places. In 
Northern Nigeria the relapse rate has risen from 
11.5% in 1949 to 26.3% in 1954, while attendance at 
surveys has greatly decreased, and 50% of cases are 
not being discovered.'® People have lost their fear 
of the disease because of the success of treatment 
in the past, and the responsibility for enforcing 
attendance has passed to the local native authorities, 
some of which do not take it sufficiently seriously. 
Therefore there is a possibility of a dangerous 
situation developing there. 

The most important therapeutic advance of recent 
years has been the introduction of melarsen (disodium- 
p-melaminylphenylarsonate) by E. A. H. Friedheim,'' 
followed by trivalent melarsen oxide and then by 
mel B (melarsen oxide in chemical combination with 
B.A.L.). These compounds are thought to enter, or 
become attached to, the trypanosome in a way com- 
pletely different from that of other arsenoxides (such 
as tryparsamide), and are thus usually lethal to 
Strains.'* But a_ strain of 
melarsen has been 


“ arsenic-resistant ” 
T. rhodesiense resistant to 
produced experimentally'*; this strain was also 
resistant to tryparsamide and pentamidine, but not to 
suramin. All three of Friedheim’s drugs are toxic, 
and especially apt to cause encephalopathy. Melarsen 
itself can, if necessary, replace tryparsamide in the 
treatment of new cases,'* but mel B (“ arsobal ”), 
which has now been standardized, is the best prepara- 
tion to use in late cases and in relapses, since it most 
easily penetrates the C.N.S. It cures the majority of 
patients in late stages of infection of the C.N.S. by T. 
rhodesiense or tryparsamide-resistant T. gambiense , 
previously these patients would inevitably have died 
of the infection. Because of its toxicity there is no 
justification for the use of mel B in any cases but 
those with this grave prognosis, and they should be 
treated in hospital. The dosage is 3.6 mg. per kg. 
of body weight daily by intravenous injection for 
three days, followed by a similar course two weeks 


later.‘° In Rhodesian infections some preliminary 


suramin is recommended? '*: it improves the patients’ 
general condition and seems to reduce the incidence 
of the toxic effects of mel B. 


Once again the publication of the hospitals’ costing 
returns! (for 1955-6) raises all sorts of interesting 
speculations and queries—without, however, providing 
any firm answers. The speculations arise because the 
returns give what purports to be the cost of maintain- 
ing a patient for a week in every hospital in the country, 
and it is thus possible to compare costs in similar hos- 
pitals and to see in which particular component of the 
costs—food, drugs and dressings, salaries and wages, 
and so on—the biggest variations occur. But just why 
they should occur, whether they reflect a more efficient 
use of resources in one hospital than another or differ- 
ences in the amount and type of work done, these 
returns do not tell us. Only the authorities adminis- 
tering the hospitals themselves can provide the answers. 

To take one example: King’s College Hospital and 
St. Thomas’s have 503 and 538 beds respectively and 
are comparable in other respects, but the cost of main- 
taining a patient in St. Thomas’s (£30 19s. 9d.) is £3 8s. 
a week higher than the cost in King’s, though 
St. Thomas's keeps its ‘beds more fully occupied—a 
factor tending to reduce costs. Study of the various 
items making up the total cost shows that St. Thomas’s 
spends slightly more per patient per week on running 
charges—food, drugs, and dressings, etc.—and con- 
siderably more on standing charges, especially wages 
and salaries, and especially on wages and salaries 
grouped under the headings “ works and maintenance,” 
“administration and clerical,” and “ professional and 
technical” (this last heading does not cover medical 
and nursing salaries). But an unknown proportion of 
all these charges goes to meet the costs of the out- 


patient departments, and St. Thomas’s had 134,385 
more out-patient attendances in 1955-6 than did 
King’s. 


As we have pointed out before,* the returns try to 
eliminate the inflationary effect of out-patient expendi- 
ture on in-patient costs by an adjustment based on the 
assumption that five out-patient attendances. equal one 
in-patient day. But no one pretends that this assump- 
tion is accurate, and it may well be that the bigger out- 
patient department at St. Thomas's is the main reason 
for the apparently higher cost of maintaining an in- 
patient there than in King’s. Not until the new costing 
system for hospitals has come into force shall we be 
able to decide how justifiable it is to compare one hos- 
pital with another. From April 1 next year costing 
will be undertaken by departments and units, instead 
of under subject headings, and the Ministry of Health 
hopes that as a result truer comparisons will be possible. 
In the meantime hospital authorities are asked to draw 
what conclusions they can from the present returns, and 
to make economies where there seem to be grounds for 
assuming that their expenditure is unnecessarily higher 
than the average. 


1 National Health Service Costing Returns, Year Ended March 31st, 1956, 
H.M5S.O., £1. 
* British Medical Journal, 1955, 1, 92. 
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Compared with the previous year, in 1955-6 there 
was a rise in the cost of maintaining in-patients of 
fl 6s. a week in “acute that is, general—hospitals, 
which brought the cost up to £17 15s. In the London 
teaching hospitals also classified as acute the cost rose 
from £25 6s. to £27 3s. 8d. and in provincial teaching 
hospitals from £20 to £21 Ils. 2d. On the face of it 
these rises look as if most hospitals were merely keeping 
pace with the rise in prices in the same period, for 
between April, 1955, and April, 1956, food prices and 
At the other extreme 
the mental hospitals show a rise in the cost of maintain- 
ing their patients from £4 16s. 9d. in 1954-5 to £5 6s. 6d.., 
a rise of about 10 This higher percentage increase in 
their costs, compared with that in the general and teach- 


wages rates rose by just over 7 


ing hospitals, may be the result of an improvement in 
their patients’ food, for their food costs have gone up 
by more than the rise in food prices. If so, the increase 
is Wholly justifiable, for in 1955-6 the cost of feeding 
a person in a mental hospital was still only 18s. 5d. a 
week (compared with 16s. 11d. in 1954-5), which was 
well below the average for the general hospitals of about 
27s. A special financial allocation has been made to 
the mental hospitals this year to help them to improve 
their diets, and these comparisons show how necessary 
the allocation was 

Ihe vast size of mental hospitals and the low propor- 
tion of staff to patients help to keep their costs of 
maintenance down. But, to judge by these returns, it 
is not always true that costs increase inversely to the 
size of a hospital. There are very few really large 
general hospitals—with more than 900 beds—and their 
maintenance costs are the lowest of all the general hos- 
pitals, But the next lowest figure is shown by the cottage 
hospitals with under SO beds, partly because of their low 
expenditure on consultant staff and on drugs and 
dressings, but also because their administrative costs 
seem to be low. The most expensive hospital for a 
patient to be maintained in would seem to be one of 
more than SO beds but fewer than 300. Perhaps when 
the new costing system is in force one of the things it 
will tell us will be the most efficient size, from the 
financial point of view, of a hospital unit. 


PSYCHIATRY IN AFRICA 


Knowledge of differences between psychiatric disorders 
occurring In various Communities is still very vague, 
and there is little, if anything, that can be regarded as 
established. Social and cultural conditions are known to 
play a part in the manifestations of mental illness, but 
whether they act as pathogenetic factors or whether their 
influence is only pathoplastic (that is, contributory to 
the formation of certain symptoms) is still undecided. 
hat there are differences in the manifestations of mental 
illness even within the European communities is too 
obvious to be denied; and one would expect such 
differences to be much more striking in communities 
unrelated to each other. Yet reports coming from 
serious observers have so far failed to bear out such 
expectations 


Psychiatrists trained in the West and working in Africa 
are bound to compare the mental disorders they ob- 
serve among Africans with those with which they 
become familiar in the course of their training. In 
making such comparisons they will have to bear in mind 
some of the experiences of Western psychiatry, which 
started as asylum practice and has only recently con- 
cerned itself with the neuroses, which were much less 
conspicuous to the founders of clinical psychiatry than 
they are to the present generation of psychiatrists. In 
the larger parts of Africa and Asia mental hospitals and 
psychiatric out-patient departments hardly exist and the 
number of general hospitals is small. There are very 
few psychiatrists in those vast areas. Many of the 
factors which in Western communities lead to psychiatric 
intervention do not operate there. Even in our society 
mental illness often goes undetected for years until some 
misadventure or catastrophe results in admission to the 
mental hospital. 

Neuroses tend to be regarded as rare where knowledge 
of their symptoms is scanty and where no facilities for 
their treatment exist. For all these reasons statements 
about the absence or extreme rarity of certain mental 
disorders and the comparative frequency of others in 
primitive communities have to be viewed with scepti- 
cism. The white psychiatrists working in Africa have 
not always been sufficiently aware of the limited scope 
of the clinical material accessible to them, especially if 
they are unfamiliar with tribal language and customs. 
This is why Dr. T. A. Lambo’s observations in Nigeria, 
published in this issue (p. 1388), deserve special atten- 
tion. He is an African himself, though trained in 
Britain, and is rightly critical of some of his European 
colleagues who have been guilty of rash generaliza- 
tions based on insufficient evidence. Dr. Lambo has 
been entrusted with the establishment of a psychiatric 
service in Western Nigeria based on a new mental hos- 
pital. The readiness of the population of the surround- 
ing villages to accommodate and to take responsibility 
for mental patients who could not find admission to 
hospital suggests that this kind of family care, which 
he compares to Gheel in Belgium, is not foreign to the 
native village community. This is not surprising in view 
of the lack of mental hospitals. The mentally sick are 
obviously not expected to be segregated from the com- 
munity as has been the case to an increasing extent in 
industrialized Western society. African psychiatrists will 
no doubt make it one of their aims to assist the native 
communities in looking after as many of their mentally 
sick as possible, rather than take them out of their 
hands and thus initiate the process of segregation which 
is so difficult to reverse. The careful study of mental 
disorders by experienced African psychiatrists should 
yield results of general interest, provided they do not 
make the kind of mistakes which have reduced the value 
of many observations made in the Western world about 
the significance of social and cultural factors in the 
causation of mental disorders. 

Dr. Lambo’s observations on the frequency of 
neurotic anxiety states among the primitive section of 
the population come rather as a surprise. It seems that 
the life of these people is at least no less productive of 
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neurotic anxiety than life in an industrialized urban 
civilization, if not more so. Possibly the happy primi- 
tive community which is free from neurosis will turn 
out to be a myth. Apparently the communities among 
which Dr. Lambo is working have been very conscious 
of the frequency of neurotic anxiety and have evolved 
an impressive variety of treatments whose similarities to 
short-term methods used in the West are truly remark- 
able. This is certainly worth further study. It is to be 
hoped that well-trained African psychiatrists will before 
long be joined by psychologists, anthropologists, and 
sociologists: researches carried out by such teams could 
be invaluable. 


SAFETY AND HEALTH IN INDUSTRY 


Among the many subjects of interest in his annual 
report for 1955' the Chief Inspector of Factories, Sir 
George Barnett, emphasizes the problem of accident pre- 
vention. He has expressed the accident rate this year 
in such a way that year-to-year changes can be assessed 
more accurately. Although the actual number of acci- 
dents reported in 1955 was 188,403, compared with 
185,167 in 1954, the accident rate, expressed in the form 
of an index number, and taking into account the increase 
of 2.5% in the factory population, shows that there has 
been a general trend downward—from 92.8 in 1951 to 
89.2 in 1955, the lowest yet recorded. The index for 
boys and women was not so encouraging, showing the 
need for proper instruction, training, and supervision 
of these two classes of workers. Improvement in work- 
ing conditions has come chiefly from the realization by 
enlightened managements that cleanliness, good lighting. 
heating, and ventilation, and the introduction of cheer- 
ful colour schemes go far to keep employees in the con- 
tented frame of mind conducive to satisfactory produc- 
tion. Research on the design of factories, sponsored by 
the Midland Regional Board, with the object of pre- 
venting congestion from single-story factories, should 
also help to improve conditions of work. 

Automation has arrived in some form in even the 
small factories ; and still more important at present is 
the development of electric and electronic devices which 
are causing a major revolution in the allocation of man- 
power. In the steel industry, for example, “if we 
assume that in time the whole operation of the manufac- 
ture of steel will be supervised by a few technicians and 
that except for maintenance work practically all the 
heavy and dirty work will be eliminated, we shall prob- 
ably not be overestimating the developments of the next 
few years.” 

A notable event in the field of research on general 
health in industry was the inception, on the advice of 
the Industrial Health Advisory Committee, of two sur- 
veys—one to review the conditions affecting health in 
a single locality (Halifax) and the other in a single 
industry (pottery). The Halifax inquiry included an 
assessment of the standards of environmental conditions 
and the layout and efficiency of plant and machinery, a 
description of the hazards to health in various processes 
with an appraisal of the adequacy of preventive measures 


1 Annual Report of the Chief Inspector of Factories for the Year 1953, 
H.M:S.O., 9s. 
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against them, and a complete survey of the arrangements 
for medical supervision. In connexion with this last 
subject the 9th Annual Report of the Slough Industrial 
Health Service gives an interesting account of a com- 
munal health service for a large number of firms con- 
centrated in one area. The team of workers at Slough 
supply a direct medical service to 178 firms with a total 
of 17,652 employees, and steps are being taken to supple- 
ment the medical staff by a full-time occupational health 
engineer, an appointment which is common in the U.S.A. 
but has not been widely adopted in Britain. 

Among the specific industrial diseases reviewed by the 
Chief Inspector of Factories are 255 cases of gassing 
(11 fatalities) for which blast-furnace gas, power gas, 
coal gas, carbon monoxide, ammonia, benzol, and ben- 
zine were variously responsible. Lead poisoning showed 
an increase over 1954—69 cases compared with 49 
the largest number (18) being reported in the category of 
“other contact with molten lead,” which included lead 
welding of the interiors of large steel vessels, scrap metal 
refinery, and the quenching of steel wires in a lead bath. 
The first cases of phosphorus poisoning since 1944, in 
the form of necrosis of the jaw, occurred in two men 
in a factory manufacturing phosphorus in electric fur- 
naces from phosphatic rock. Only one fatal case of 
industrial poisoning occurred this year—in a man who 
had used a paint-stripper containing upwards of 60% of 
benzene for 19 years but who had had no exposure to 
benzene for five years before symptoms developed. The 
discovery of his long exposure to benzene resulted from 
the notification of his case by the hospital as “ toxic 
anaemia,” an instance of the value of this alter- 
native method of notification of anaemia in industrial 
workers. 

Exposure to ionizing radiations becomes an increas- 
ingly urgent problem, but the proposed code of regula- 
tions is not yet in force, except in the use of unsealed 
radioactive sources in the luminizing industry. The 
Factory Department is, however, kept informed of the 
actual dosages received by workers using x rays and 
radioactive isotopes; for this purpose the film badges 
worn by these workers are analysed by the recently con- 
stituted Radiological Protection Service under the 
auspices of the Ministry of Health and the Medical Re- 
search Council. During 1955 the International Commis- 
sion on Radiological Protection recommended that the 
“ permissible dose ” of 0.5 r per week should be lowered 
to 0.3 r. The results of film tests show a reduction in the 
number of workers registering an excess of this dose 
from 2.5% in the period 1943 to 1950 to 0.5% in 1955. 
There has also been a steady increase in the number 
showing a negligible dose. The luminizing industry has 
decreased considerably during recent years, there being 
now only approximately 140 workers employed. In 
most cases their dosages, estimated by film badges, were 
well below the level of 0.3 r per week, but in some in- 
stances the films were spotted, indicating contamina- 
tion with radioactive dust. Scrupulous inspection 
usually revealed that the causes of such contamination 
lay in insufficient care on the part of the workers or in 
inadequate supervision in exercising the precautions re- 
quired by the Luminizing Regulations. 
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CLIMACTERIC STRESS: ITS EMPIRICAL 
MANAGEMENT 
BY 


JOAN MALLESON, M.B., B.S. 
Formerly Medical Officer to the Obstetric Unit Dyspareunia 
Clinic, University College Hospital, London 


This is the last medical paper that Dr. Malleson wrote 
before her tragic death near Suva in May, when she was 
returning home from a visit to New Zealand. She had sent 
us an earlier draft, but only a week before she died she 
wrote to say she was revising it. The final manuscript, here 
printed, reached Britain with her effects a few weeks ago. 


No one would deny that there is a prejudice against 
treating climacteric symptoms. The average woman 
even expects her doctor to be unhelpful about the matter. 
The practitioner has several good reasons for his 
attitude; a condition whose boundaries are ill-defined 
and whose aetiology is obscure is not likely to exert 
much appeal. Moreover, he has usually met cases where 
oestrogenic therapy has caused uterine bleeding—a com- 
plication which reacts back on the physician, and which 
wholly outweighs any gains which the therapy may bring. 

The most confusing aspect of the climacteric is the 
subjective disturbance, and that is all I shall consider 
here. Until such time as the biochemists clarify the 
climacteric events there is everything to be said for get- 
ting the clinical picture as clearly defined as possible, 
and then for treating symptoms in a frankly empirical 
manner. The therapy of the condition has already out- 
stripped its theory, so that possibly the therapeutic 
responses themselves offer some clue to the underlying 
hormonal events. 


Significant Features and their Recognition 


If our concept of the menopausal syndrome were recon- 
sidered along purely clinical lines, an entity might emerge 
which would be more simple to diagnose and much more 
interesting to treat, In fact, the really important symptoms 
can surely be reduced to two. The woman complains of an 
unaccountable fatigue, often coupled with an inability to 
relax or sleep, and/or she experiences an alteration of 
emotional poise a slight change in character which takes 
the form usually of a negative mood, either of irritability 
when the mood is directed outwards or of depression when 
it is directed towards herself 

Such changes may not be easy for a woman to recog- 
nize in her own personality or to complain about. Further 
more, an attuned ear is needed to receive such complaints. 
It is too easy perhaps for the practitioner to dismiss 
fatigue as being due to anaemia, advancing years, or 
domestic worry, and irritability can present itself as part 
of the apparently neurotic disposition which these patients 
exhibit. Women seldom mention depression unless the con- 
fidence is met half-way. It is feminine lore to fear insanity 
at this age, so that many feel it wiser to say nothing about 
this baffling state. The practitioner who understands these 
two main disturbances and can recognize them in their 
varied forms or disguises will find much that is rewarding 
to study. 

If the discomforts of the climacteric occurred in some 
recognizable order, the problems of diagnosis would hardly 
exist. Unfortunately there is no pattern whatever in their 
iming : any symptom may start months before menstrual 
rhythm has altered or months after menstruation has ceased. 
In some cases subjective stress is conveniently accompanied 
by hot flushes, which makes the diagnosis more simple. But 
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40% of women experience no flushes (Medical Women’s 
Federation, 1933), and in those who do a phase of stress 
may not synchronize in any way at all. The practitioner 
who requires corroborative evidence for such a diagnosis 
may fail entirely to understand the disturbance. 

The assessment of climacteric stress is difficult for other 
reasons, too. It seems the lot of woman to be always tired, 
and, since her mood is proverbially fickle, she invites the 
risk of having her climacteric complaints misjudged. More- 
over, no one is more difficult to help than the woman in 
a typical menopausal mood. Her self-doubting makes her 
condemn herself for seeking help, so that she confuses and 
belittles her own suffering : she may be touchy, negative, 
and obstructive, The practitioner, at the point of exaspera- 
tion, can at least recall that this attitude is itself patho- 


gnomoniec. 


Menopausal Fatigue 


Exhaustion tends to be most marked inthe pre-menstruum, 
if the cycles are still recognizable. Women may find it 
difficult to distinguish what may be called “ bodily” ex- 
haustion from “ nervous ~ exhaustion; either or both may 
occur, and they appear insidiously. The person best able to 
assess the fatigue is the patient herself—generally she is 
definite that it is disproportionate to the circumstance. Ner- 
vous fatigue is described as the “ head being made of cotton- 
wool” or “as though the head would burst.” Concentra- 
tion fails and loss of memory causes alarm. The woman 
feels quickly at the end of her tether, so that any extra 
demands appear as an imposition. Coupled with this may 
be an increase in muscular tension which makes rest and 
relaxation difficult : stiffness in the neck, shoulders, and 
jaw may cause tiresome discomfort. Light sleep or even 
serious insomnia may supervene. Throughout these restless 
phases, autonomic disturbances—flushes, palpitation, head- 
ache—may play their part, and general anxiety completes 
the picture. In addition to these symptoms there may be 
sudden phases of prostrating exhaustion, coming before 
meals, which the patient usually forgets to mention, That 
such attacks have a hypoglycaemic element can be shown 
by their response to prophylactic glucose. 

Often there is the problem of subclinical hypothyroidism, 
which runs as an inconspicuous substratum to many climac- 
teric complaints. Fatigue from this source is persistent and 
may be accompanied by depression and by a slowing of 
movement and mental processes. Lethargy is most marked 
in the mornings, the woman feeling better as the day goes 
on. There will be present at least some classical signs, 
and to the observant eve the facies presents the best clue. 
There may show a slight coarseness of feature, a “ suet- 
pudding” facies. dry skin, thinning outer eyebrow, malar 
flush, spade-like hands, combined with a slow pulse and 
subnormal temperature. The patient will claim some of the 
following symptoms: lack of concentration, cold extremi- 
ties, chilblains now or in childhood, indigestion, constipa- 
tion, increasing frigidity ; menorrhagia is more common than 
not. Some of these subjects have put on weight, but a 
minority remain thin. Some women have a short phase. 
perhaps two or three years, of thyroid insufficiency at the 
climacteric and recover : in others a chronic state of myx- 
oedema becomes established. 


Differential Diagnosis 

The diagnosis of fatigue obviously cannot be easy, but if 
the type of exhaustion and the circumstance suggest a 
climacteric element, and if physical illness does not appear 
to be present, it may be simplest to establish the diagnosis 
by therapeutic response. The rationale of treatment with 
oestrogen or other sex-steroids is discussed below, but it is 
relevant here to mention that if fatigue is going to yield to 
such therapy a trial of two weeks’ duration will be ample 
to establish the point. Alternative investigations such as 
blood counts, chest x-ray, etc., will take longer to do, and 
will cost more than these simple measures. 
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For cases suggestive of hypothyroidism there is every- 
thing to be said for trusting clinical judgment rather than 
laboratory assay. Usually the degree of insufficiency is but 
slight, and a favourable response to thyroid extract is far 
more use than a laboratory report. Furthermore, one 
should never forget that even a gross myxoedema does not 
always show a negative B.M.R. or a high blood cholesterol. 
In his classic paper, “ Myxoedematous Madness,” Asher 
(1949) describes cases of gross or fatal myxoedema where 
the laboratory findings had been normal. If trial by thyroid 
medication is given to a patient with fatigue an interval of 
three to six weeks may be needed before a judgment can 
be made. Although most women will tolerate + gr. (32 mg.) 
rising to | gr. or 2 gr. (65-130 mg.) daily, cases of long- 
standing insufficiency are best started on very small doses 

4 gr. (16 mg.) or even { gr. (8 mg.) daily may be the 
utmost they can tolerate at first. With trial therapy of this 
sort it is necessary to see the patient, or to have a telephone 
report, within two or three weeks. If the dosage has been 
too high, or if the woman is intolerant of thyroid, palpita- 
tion or restlessness may occur, but these will resolve directly 
treatment is discontinued and no harm will result. Used in 
this way, thyroid medication can be of the greatest value. 
In fact, there can be few conditions so amenable to treat- 
ment which are so often overlooked in medical practice. 


Menopausal Misery 


Women at the climacteric may find themselves unduly 
sensitive ; feelings are too readily hurt and attacks of weep- 
ing come unexpec’edly. Such women feel doubtful of their 
own capacities and unsure of their value to other people. 
At these times neurotic traits in the disposition—phobias, 
obsessions, masochism—are very liable to reach the surface. 
Not unnaturally, women are shocked on realizing that their 
customary control is lacking and they are most unlikely to 
want such feelings discussed. The family doctor, therefore, 
though he may be consulted for insomnia, may not always 
realize the degree of anxiety that has been reached. 

Perhaps the most distinctive feature of a menopausal 
mood is its duration: it may be so long-drawn-out that 
even the woman herself forgets what her normal pitch of 
feeling used to be. To her family she may become a dif- 
ferent person—a role by no means easy to reverse. In most 
cases, of course, nature readjusts the balance, and the period 
of strain gets forgotten. But in some women depression or 
negativism, if untreated, seems to become a permanent state. 
Depression may be accompanied by feelings of worthless- 
ness and self-distrust, and ultimately a state of involutional 
melancholia may occur. The problem of menopausal nega- 
tivism is a colossal one, Unlike depression, irritability can 
hardly be hidden. Home can be disrupted by the nagging 
of a wife, children made unhappy, whilst the woman herself 
is wretched with temper and remorse. In industry, these factors 
are well recognized, and many firms refuse to employ women 
over 35 vears. The middle-aged woman, even if she is not 
rude, may prove obstructive and obstina‘e : for example, 
teachers, nurses, and forewomen in responsible positions may 
inflict great suffering on others. Paranoid tendencies may 
emerge sometimes in an alarming way and will need wisdom 
and judgment in their management, as well as hormonal treat- 
ment, Prolonged attacks of irritability, unrelieved by hor- 
monal alteration, can readily change into a steady paranoid 
feeling. The woman becomes obsessed by trivial complaints 
against her near relations : sometimes, just for a few 
minutes, she will get her difficulty into perspective, only 
to lose it again. I see every reason to give hormonal 
therapy to these subjects at once. Although these serious 
conditions are in the small minority, they exist in all classes 
of society, and, if medical opinion were better informed, it 
seems likely that much suffering and sometimes perhaps the 
development of psychosis could be avoided. Obviously 
sedatives, coupled with explanation, change of environ- 
ment, psychotherapy, and so on can play their part, but, 
in fact, more specific and far quicker results may be reached 
by hormone therapy. 
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Assessment of Subjective Symptoms 


The significance of these subjective symptoms was long 
overlooked. Down the ages the menstruating woman has 
been regarded as unclean, and in many creeds she still re- 
quires ritual purification, Hence, tribulation at the meno- 
pause has been tacitly accepted as belonging to this 
disgraceful heritage—a condition not to be admitted to at 
all. Unfortunately, at about the time that the oestrogens 
were discovered the psychogenesis of bodily symptoms was 
coming into vogue, and the female sex got saddled with 
morning sickness and the discomforts of the premenstruum 
and climacteric as hysterical symptoms ; that is, a woman 
was either rebelling inwardly because pregnancy had been 
established or mourning because it was failing to be so. 
Thus medical interest in the hormonal basis of these 
symptoms got deflected for a while. 

In fact, there is everything to indicate that subjective dis- 
turbances of this nature are directly caused by a hormonal 
imbalance, a discomforting biochemical state which seems as 
apt to occur in the healthy, well-balanced woman as in 
the sickly or hysterical. If this assessment is true, it would 
explain why hormonal treatment can yield such rapid and 
specific results. But, in spite of this, medical opinion on the 
point is not united, for some authorities maintain that, while 
the autonomic disturbances of the menopause—flushes, 
vertigo, headache—-should be treated hormonally, the ner- 
vous complaints fall in the domain of the psychotherapist. 
Discussion of the matter is therefore important, for progress 
will not be made until the point is clear. 

There are reasons for the subjective disturbances to get 
classed as hysterical: no one would deny that emotional 
factors can upset the mens‘rual function, nor indeed that 
an unstable woman will not make more fuss about climac- 
teric discomfort than will a normal one. Yet this does not 
prove that climacteric fatigue and stress are not primarily 
caused by biochemical factors. Such subjective sensations 
are common in the symptomatology of other hormonal dis- 
turbances and they are described by the sufferer, of necessity, 
in terms suggestive of emotional upset. For example, a 
person overdosed with insulin may experience a most pro- 
found anxiety, yet the symptom is not primarily an emo- 
tional complaint. If such stress was psychogenically 
induced we should expect to find it greater in the unmarried 
or childless woman than in the multipara. Yet this is not 
the case. In one survey (Medical Women’s Federation, 
1933) the incidence of climacteric disorder did not greatly 
differ among those who had borne children and those who 
had not, but in women with large families—ten children or 
more—the incidence of symp‘oms was noticeably higher. It 
seems likely that such women had been acclimatized to high 
steroid balances by their many pregnancies, and on this 
account found greater difficulty in adjusting to the hormonal 
alterations. There is plenty of clinical evidence to suggest 
that stress appears most often when the climacteric pro- 
cesses occur too quickly or when the endocrine system is 
unduly slow to adapt. Such reactions point not to hysterical 
factors but to biochemical ones. 


A Possible Therapeutic Rationale 


Biochemical theories about the climacteric do not give 
much therapeutic lead. For instance, the time is past 
when the syndrome could be regarded as due merely to 
falling oestrogen levels, Although some authorities still use 
synthetic oestrogens, others have found that these are more 
safely employed combined with androgens (as in the popu- 
lar portmanteau prescriptions). Some find that androgens 
alone give very successful results, and yet others are using 
progesterone, clearly on occasion with success. The prac- 
titioner, faced with such a medley of advice and advertising, 
is naturally bewildered. In fact, anyone who employs these 
three hormones has either to decide that no current theory 
explains their successful use, or that such results are 
achieved because the doctor and patient are over-suggestible. 
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The former deduction is surely the correct one, which 
means that a new concept of climacteric events must be 
sought 

It seems likely that in women there is an optimum balance 
of steroid sex hormones which makes for well-being. Hor 
monal conditions are continually changed by the events of 
the monthly cycle, such changes inducing in some women a 
temporary balance of real discomfort. This appears most 
often as premenstrual tension during the last week of the 
cycle, or, in relation to the menopause, it can occur for 
longer phases, when it can be classed as climacteric stress. 
ihe mood of such states is invariably negative, whether 
premenstrual or climacteric : bodily or emotional discom- 
fort is caused, a strange endogenous misery. I have dis- 
cussed this condition elsewhere (Malleson, 1953), suggesting 
it should be called a “negative state” balance. Such a 
state can usually be relieved by measures which alter the 
ratio between oestrogen, androgen, or progesterone, in 
fact, by a single hormone or a combination of hormones, 
which will tilt the balance in a more comfortable direc- 
tion. If this postulate is correct, it would explain the 
success of the extraordinarily contradictory therapies now 
m vogue. 

Whether a rational explanation for present-day therapy 
can be found or not, field work in the empirical ap- 
proach will be in the hands of the general practitioner, 
for it is only he who sees cases of the sort described above. 
He will find little recent literature to guide him (see Bishop, 
1951), but he was wisely reminded in a recent leading article 
(British Medical Journal, 1955) that the sex hormones when 
mixed do not necessarily lose their disadvantageous proper- 
ties. One point fortunately has been clarified by Bishop 
and others--namely, that there is no need to fear that oestro- 
gens, exogenously administered, will invite cancer in the 
human female. This unfortunate suggestion has occasionally 
complicated the therapeutic approach. 

Experience in the use of the sex hormones brings many 
small points to the fore ; and, although each clinician may 
develop an individual method, for those unaccustomed to 
these substances I shall describe some useful or commonly 
accepted techniques. Most of these points are empirical, and 
for the sake of brevity are stated dogmatically. And since 
this paper is about specific hormone therapy I shall delib- 
erately refrain from mentioning the ordinary forms of treat- 
ment which suffice for relieving minor cases of stress. The 
question of psychotherapy should be raised after the hor- 
mona! balance has received attention, and not before. Where 
alternative treatments are likely to be adequate, obviously 
they will be chosen, for at present steroid substances are 
rather costly, and supervision is invariably required. 


Practical Points in Hormone Therapy 


The steroid sex hormones should usually be given inter- 
mittently whether menstruation has ceased or not. If the 
choice is suitable results will be positive well within two 
weeks : fatigue lessens, sleep deepens, and the patient 
realizes how unwell she has been feeling. Treatment for a 
few weeks often suffices, a temporary respite from symptoms 
allowing a better phase to be reached. Treatment is some- 
times necessary for months or even years 

Oestrogen therapy should be given in the first two-thirds 
of a evcle. or for some 18 days if menstruation has ceased : 
androgen and progesterone (ethisterone) are usually given 
sublineually in the last 7 to 12 days, but some authorities 
shift these davs to the middle of the month. By one or 
other of these measures premenstrual tension or climacteric 


stress may be relieved. Thyroid medication can be started 


in addition, or instead 

It is curious that these sex hormones act sometimes syner- 
gically, sometimes antagonistically. Thus for fatigue and 
emotional stress oestrogen and androgen are often but not 
alwavs interchangeable: both, if the dose is too large, can 


even give euphoria—a condition obviously best avoided. 
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Both cause fluid retention in some women, so that salt and 
fluid restriction may be necessary. Yet their action on the 
breast and genital tract is totally antagonistic. Progesterone 
and androgen have many properties in common, and where 
serious menopausal bleeding occurs their combined use may 
make hysterectomy avoidable. 

The vagaries of the negative state balance can be most 
clearly observed when the patient suffers from migraine or 
fibrositis. Here, the response tends to be most specific 
oestrogen, androgen, or progesterone may immediately 
relieve or immediately exacerbate the symptom. Some 
authorities use ethisterone successfully for menopausal 
rheumatism. 

There may be no indication of which hormone is suit- 
able for a given case, but a feature in the history some- 
times gives a lead, particularly the condition of the breast 
or genital tract. For mastodynia, androgen or progesterone 
is preferable to oestrogen, and also where there is pelvic 
pain, menorrhagia, or fibroids. Where there is dyspareunia 
due to kraurosis, oestrogen--with or without thyroid—is 
invariably the choice. Often there is a premenopausal phase 
where for some months the oestrogen level appears to be 
high : the breasts will be tender, there is fatigue, and some- 
times a tiresome sexual tension. Oestrogen is contra- 
indicated, but androgen will bring great relief. In the early 
part of the climacteric, androgen is perhaps most often the 
first choice; later on, usually oestrogen. Since the choice 
of hormone is guesswork, it is well to invite the patient's 
co-operation, giving no assurance that the first measure will 
be the satisfactory one, 

Some comments on the individual hormones may be help- 
ful 

Oestrogens.—Oestrogen is widely distributed in nature ; 
it is found in insects and fish, and is so concentrated in some 
plants (hops, clover) that ingestion upsets the female oestrus 
cycle (Burrows, 1945). The synthetic oestrogens have quite 
different molecular structures, and, though some of their 
therapeutic properties are similar, some are different : thev 
do not seem to control climacteric stress as adequately as 
the natural substance. One cannot yet guess how the well- 
being of some older women comes to be so strongly in- 
fluenced by natural oestrone. I have seen women years 
past the accepted climacteric who, by minute quantities such 
as 0.05 mg. daily, have been relieved of exhaustion or ill- 
moods in a surprising manner. Synthetic oestrogens, less 
costly than oestrone and much more potent, are valuable for 
hot flushes and many other purposes. Bishop estimates 
oestrone as having 1/20 the strength of stilboestrol and 1/40 
that of ethinyloestradiol, but as these preparations do not 
influence all symptoms comparably precise dosage is diffi- 
cult to assess. Cameron (1947) considers that the normal 
output of oestrone is 0-4 mg. daily, except during menstru- 
ation, when the figure rises to 10 mg. Older women take 
smaller quantities of oestrogens than younger ones, and they 
are often intolerant of synthetic oestrogens, which then 
cause malaise, headache, or nausea. Overdosing is shown 
by mastodynia, pelvic distension, leucorrhoea ; if persisted 
with, uterine bleeding could occur. In such cases treatment 
is suspended and symptoms rnay be treated with androgen. 
If oestrogens are graded in small quantities, it is possible 
to adjust the dose carefully and lessen it slowly. Thus 
natural oestrone or stilboestrol can be given in 0.1-mg. 
tablets : when flushes are present, the patient can safely 
raise the dose until they are controlled—usually from 4 to 
12 tablets daily suffice : the dose, always intermittent, can 
be gradually lessened, and by this means slight underdosage 
is ideally achieved. The popular ethinyloestradiol seems 
unnecessarily strong for climacteric use, and no unit of com- 
parable grading could be devised. Its effects may be miti- 
gated if combined with androgen, as in the commercial pre- 
parations, yet a patient may remain intolerant of the sub- 
stance even then, so that confusion results. Ethinyl- 
oestradiol] and stilboestrol are the substances which some- 
times cause hyperplasia and uterine bleeding. A patient 
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formerly treated by synthetic oestrogens will, if the prepara- 
tion is changed, need larger doses oj oestrone than normal. 
Where kraurosis is a prominent complaint dosage can be 
given locally as oestrone suppositories. Women over 60 
seldom require more than 0.05 mg. daily of oestrone in any 
form. O0cstrogen is particularly suitable for the hypo- 
thyroidic type of woman. 

Androgen.—Methy] testosterone sublingually can give very 
rapid relief in some cases of menopausal stress ; it appears 
to “toughen up” the psyche in a truly remarkable way, 
5 mg. daily generally suffices, but 10 mg. may be necessary 
to combat menorrhagia or pelvic pain. The substance is 
particularly valuable if there is pelvic discomfort, and 
newly developed fibroids appear to shrink under its in- 
fluence. It almost invariably relieves mastodynia. Some 
authorities are giving it in 10-mg. doses for as long as two 
months at a time. Given thus, there seems to be a good 
deal of fluid retention—-the patient considers she is putting 
on weight-—and hirsuties may be encouraged, but is said to 
regress when the hormone is withdrawn. Dosage should 
seldom exceed 250 mg. a month and supervision is essential. 
When the choice is unsuitable nausea is commonly induced : 
some women develop acne under its influence and occa- 
sionally libido is increased. 

Progesterone.-It is inconvenient to inject this substance, 
and ethisterone sublingually can be employed. Its value has 
been better appreciated since the interesting work of Greene 
and Dalton (1953), who have used it successfully for pre- 
menstrual tension, pregnancy toxaemia, and other allied 
conditions. They employ large doses, but in climacteric 
work a range of 15-20 mg. daily seems suitable. The indi- 
cations are rather similar to those of androgen, but it does 
not appear quite so dependable in its action. It is less 
liable to cause fluid retention, in fact it is a diuretic to 
some women. It is valuable when acne is present in the 
premenstruum. Its use does not appear fraught with any 
danger, but in middle age, if oestrogen has been given or 
if the oestrogen balance is high, ethisterone may induce 
bleeding. Progesterone appears particularly suitable for the 
hyperthyroidic type of woman. My experience with the 
substance is not great, but I have met a menopausal woman 
whose nervous breakdown had been much relieved by it, 
and have prescribed it successfully for a disturbed pre- 
psychotic patient, and also to another, known to have a 
high oestrogen level, who was suffering delusions. Under 
its influence she “still heard voices but no longer believed 
they were real.” If the choice is unsuitable, malaise or 
nausea will be induced. 


Future Research 


Anyone who observes a case of climacteric stress resolve 
under such therapies must be left wondering what is the 
meaning of the whole concern. The answer will come from 
the biochemists, They are nearer, now, to understanding 
the interplay of hormones upon mental balance than they 
have been before. The discovery that adrenochrome—an 
unoxidized product of adrenaline—will cause schizophrenia- 
like delusions and behaviour (Hoffer et al., 1954) opens 
up a fascinating new territory. Such work may have bearing 
on the problems here discussed, 

There are various possibilities which might throw light 
on the production of a negative-state balance at the climac- 
teric. For instance, normally oestrogen is broken down by 
the liver, but the process may be interfered with in certain 
conditions of hepatic dysfunction, or where there is a defi- 
ciency of vitamin-B complex. The ratio of oestrogen to 
androgen is disturbed under these conditions, a point well 
illustrated in men suffering from hepatitis, when the piling 
up of oestrogen causes gy naecomastia. Thus it is possible 
that the normal intake of vitamin-B complex is inadequate 
for the climacteric woman, with the result that a negative- 
state hormonal balance is caused. There may well be other 
such physiological conditions which upset the hormonal 
pitch in indirect ways. There seems some clinical evidence 


CUR 


that large doses of vitamin B; will bring relief to some 
climacteric women, These are purely speculative matters, 
but some clues to the discomfort of the climacteric might 
be found along lines such as these. There are some thirty 
million females in our country, and 80% of them are likely 
to experience climacteric discomfort of some sort (Medical 
Women’s Federation, 1933), so that the scope for clinical 
study is virtually limitless. 
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NEW UNIVERSITY TEACHING UNIT 
AT SHEFFIELD 


[FROM A SPECIAL CORRESPONDENT] 


One great change in medical education since the second 
world war at both the postgraduate and undergraduate levels 
has been the greater use of clinico-pathological conferences, 
seminars, and forums. This stems from the difficulty of 
providing for the student a reasonably balanced picture of 
surgical or medical illness by the traditional ward appoint- 
ments alone. It is no less vital that staff members of each 
sub-specialty should have some centre where they can dis- 
cuss their own problems and viewpoints with those of 
other disciplines. In addition, more and more research 
investigations of a physical or chemical nature are per- 
formed by clinical units, and in general laboratory space 
for such purposes on the hospital site is at a premium. 
Most of our hospitals in fact make little provision for teach- 
ing accommodation and research laboratories, and because 
of a long-felt lack in Sheffield the university, with financial 
support from the University Grants Committee, has built a 
new teaching block in the grounds of the Sheffield Royal 
Infirmary. This will house the university departments of 
therapeutics and surgery, both of which are provided with 
a suite of modern and well-equipped laboratories in close 
proximity to the wards and operating theatre. An elegant 
lecture theatre, seating approximately 150 and equipped 
with mechanically operated blinds, windows, and _ air- 
extraction apparatus, is again conveniently near the wards 
so that patients can easily be brought there for demonstra- 
tions or conferences. The whole building, which cost 
approximately £50,000, was formally opened on Thursday, 
November 29, by Professor G. W. PICKERING, Regius Pro- 
fessor of Medicine,*Oxford, in the presence of representa- 
tives from the university, hospital, and town. 

The standard of medical care in the country as a whole, 
said Professor Pickering in his address, was conditioned by 
the quality of the training in the teaching hospitals. For 
this to be satisfactory certain conditions must hold: there 
should be sympathetic and amicable co-operation between 
the board of governors and the university ; adequate labora- 
tory space and teaching facilities must be provided on the 
hospital site; and the spirit of clinical science and of 
experimentation should permeate the clinical teachers. 
Professor Pickering emphasized particularly the need for 
adequate laboratory and teaching-room space in the 
planning of any new hospital. Votes of thanks to Pro- 
fessor Pickering were proposed by Alderman A. BALLARD, 
chairman of the board of governors, and by the Vice- 
Chancellor, following which the new laboratories and 
equipment were demonstrated to the invited audience. 
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Methyltestosterone Therapy 


Sir,—-Oral methyltestosterone has now been used in 
clinical practice since its introduction by Foss in 1939' both 
for its anabolic and for its androgen effects. It was not until 
1947 that Werner’ suggested that its use might rarely be 
associated with jaundice. Other reports followed”-* The 
hepatic lesion found in cases of jaundice following methyl- 
testosterone therapy was not associated with the findings 
usual with severe parenchymal damage or biliary obstruc- 
tion: the cephalin-flocculation reaction was negative, the 
serum alkaline phosphatase only moderately elevated, and 
the serum-bilirubin increased. Werner thought it improb- 
able that methyltestosterone was a markedly hepatoxic 
agent, since the syndrome was rare despite the widespread 
use of this hormone. Further, in two patients who had 
recovered, renewed administration of this methylated com 
pound failed to reproduce jaundice 

Since testosterone has not been so implicated, some phar 
maceutical literature has given this as a reason in favour of 
sublingual or sublabial tablets of testosterone. Though testo- 
sterone when given orally is ineffective owing to deactiva- 
tion by the liver, the makers and others claim that, given by 
the sublabial route, it is as effective as parenterally admini 
stered esters. Methyltestosterone, on the other hand, is 
effective when swallowed and when absorbed sublabially. 
although it is slightly more efficient by the latter route 
It would seem, therefore, that methyltestosterone is less 
wasteful, as some of the hormone from the sublabial tablet 
of testosterone is bound to be swallowed in the saliva, parti- 
cularly from the sublingual site. The metabolism of these 
two hormones is indeed different in that methyltestosterone 
increases creatinuria and does not increase the 17-keto- 
steroids. 

In a fairly extensive use of methyltestosterone with doses 
ranging from 5 mg. to 150 mg. daily, over prolonged periods, 
we do not happen to. have come across a case of jaundice. 
Since for practice purposes it would be a pity to omit the use 
of methyltestosterone, we felt we should try to ascertain 
whether any physicians in this country have noted jaundice 
which they attributed to methyltestosterone therapy. Follow- 
ing a letter on similar lines to this which appeared some six 
months ago," we have learned since of only one case in 
which there appeared to the observer to be an association 
between the taking of methyltestostercne and the appearance 
of jaundice.” As we are still endeavouring to form an opinion 
on the post or propter issue, we are venturing to submit 
this letter to give us the opportunity of learning from your 
readers of any further cases that may have been encountered 
in their practice.—-We are, etc., 

Bristol, 8 

London, W.! 


G. L. Foss. 
S. L. SIMPSON. 
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Visit to Warsaw 


Sir,—I would like to record my appreciation of the 
account Dr. R. H. Dobbs has given (Journal, November 24, 
p. 1230) of the visit which Sir Robert Macintosh and he and 
I paid to Warsaw and to subscribe to the observed facts 
which he reports in that article. I would, however, modify 
some of the interpretations which Dr. Dobbs makes of 
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Dr. Dobbs says that there was in Poland “ no vestige of 
hope, nor even any wish, for a return to a free medical 
profession such as existed in Poland and in Britain before 
the war.” This implies that our Polish colleagues have 
come to the conclusion that the medical profession is not 
now free in Britain and not now free in Poland. I do not 
think that either Dr. Dobbs or I know whether or not there 
is really any vestige of hope, or any wish, for a return to 
a free medical profession in Poland. 

Dr. Dobbs says also that “there is a full realization that 
communism will remain the basis of the country’s economic 
and social system.” I believe that this is not quite the whole 
truth and I would shade its meaning a little. In my view, 
there is a general belief in Poland that communism will, 
at least for some time, remain the basis of the country’s 
economic and social system. It was my impression that the 
people of Poland ascribe the tragic poverty of their country 
to an inefficient application of communism in Poland, and 
to the unfavourable balance, in the past, of her export trade. 
A majority, perhaps a very large majority, of Poles do not 
yet suspect that the poverty of their country may possibly 
be due to intrinsic defects of the communist ideology and 
to that nearly perfect equality of income which Poland has 
very nearly attained. If poverty continues in spite of what 
now appears to be a highly efficient application of com- 
munist principles, then it is my belief that a majority of 
Poles will gradually begin to suspect that there is something 
intrinsically faulty in the actual principles of communism 
and of perfect equality of income. I think it would be truer 
to say that there is a belief that communism will remain 
the basis of the country’s economic and social system rather 
than to say that there is a realization that communism will 
remain. The use of the word “realization” implies that 
Poland will never discard communism. It is my considered 
opinion that, though the Poles apparently do not realize it 
themselves, Poland may well in due course see the errors of 
communism and depart from that ideology, even in a form 
tempered, as now in Poland it is, by Polish humanity, Polish 
history, and Polish culture.-I am, etc., 


London, W.12 IAN AIRD. 


Smoking and Lung Cancer 


Str,—Like all readers, I have been impressed by the 
results of investigations into the causal relationship between 
smoking and lung cancer, including the latest conclusions 
of Dr. Richard Doll and Professor A. Bradford Hill (Journal, 
November 10, p. 1071). These conclusions have caused me 
to alter my own smoking habits. 

However, I cannot help thinking that there must be some 
vital missing links. I lived in the West Indies until the age 
of 19, and returned a few years ago for a period of some 
ten months. My impression is that lung cancer and chronic 
bronchitis are rarities in these islands, and inquiry among 
medical and nursing friends there seems to confirm my 
impression. I know that many West Indian friends smoke 
heavily—my own father, from my earliest recollection (thirty 
years ago), smoked some forty cigarettes daily, and so did 
many of his friends, who, like him, are still free from 
bronchitis or “respiratory” disease. Indeed, some of the 
heaviest smokers I know are in the West Indies, where 
the standard of doctoring (most doctors are British or 
American trained) is good, and facilities for x-ray, broncho- 
scopy, necropsy, etc., are available and utilized. 

From all this, important questions arise. Is cancer of 
the lung and other areas largely a disease of the “ western 
way of life” ? What is the part played by race, diet. 
environment—e.g., industrialization, which is so much more 
widespread in America and Europe? What of family 
history in relation to cancer, irrespective of organ specifi- 
city? Investigations by expert observers, such as Doll and 
Hill, in the West Indies and tropical areas generally might 
throw helpful light on this important subject —the aetiology 
of cancer.—-I am, etc., 
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Mortality and Smoking 

Sin,-With the overwhelming evidence of the harmful 
effects of smoking, it seems odd indeed that no large-scale 
investigation has been carried out in an attempt to find the 
best method to help the hardened smoker overcome his 
addiction. Is not this problem now worthy of investigation 
by the Medical Research Council or some such competent 
body ?—I am, etc., 


London, W.5. Douctas G. IsMay. 


Sik,—In your leading article entitled *“* Mortality and 
Smoking ” (Journal, November 10, p. 1104) you say: “ The 
new evidence now published makes it more than ever 
imperative for all concerned to see that the public is re- 
peatedly informed of the possible dangers to health and 
life from smoking cigarettes.” This task would be rendered 
easier if you, Sir, could have omitted the word “ possible.” 
Admittedly for the individual, although the danger is pre- 
sent, the result is not inevitable ; for the community it is 
absolutely certain. 

A remark by Dr. C. R. Lowe in his article on tuberculosis 
in the same issue (p. 1081) should also not go unchallenged. 
On page 1085, after comparing the rise in tobacco consump- 
tion in the U.K. with the increase in mortality from cancer 
of the lung, he says: “ No great weight can be attached to 
this relationship, since, as has so often been pointed out, a 
substantial part of the increase in mortality from cancer 
of the lung is probably due to improved diagnosis. . . .” 
Why should diagnosis have improved 40 times as rapidly in 
heavy smokers as in non-smokers ?—I am, etc., 


Garboldisham, Norfolk Ropert McCurpy. 


Function of the Prostate 


Sik.—Drs. D. F. Hawkins and A. H. Labrum write per- 
suasively on this subject (Journal, November 24, p. 1236), 
but in the end we are no further forward. Like the 
prostate itself we literally stand where we were before. In 
expressing my conviction that the entire prostate is no more 
than the functionless representative in the male of the uterus 
and vagina (Journal, October 27, p. 995), I thought I made 
it quite clear that I did not do so on the mere grounds that 
the prostate had no known function. There are many 
anomalies associated with the prostate that are logically 
bound to raise doubts as to the validity of its accepted 
status. Here are a few : Passing right through its substance 
and having no direct connexion or communication with it 
are the urethra and the vasa deferentia. Lodged in its 
interior is the so-called uterus masculinus. Can a parallel 
be found for such gross anatomical waywardness in any 
other actively functioning gland in the body ? 

There is no evidence that the prostatic musculature con- 
tracts. The only other organ equipped with a comparable, 
though of course a greater, mass of smooth muscle is the 
uterus. The physiological contractions of the uterus are 
extremely painful, as are also its pathological contractions. 
With its no mean mass of smooth muscle, contraction of the 
prostatic musculature in any possible physiological act, say 
during the process of ejaculation, should be equally painful. 
Why should the prostate be equipped with such a thick 
mass of smooth muscle ? To express prostatic secretion ? 
The amount of this is stated to be about | ml. daily, and 
to be by no means so viscid as the secretion of the semina! 
vesicles. Where present, prostatic calculi simply accumulate. 
An odd one might fall out, but only through force of 
numbers. They are never pushed out, and there is no such 
thing as prostatic colic. As to the claim, not yet substan- 
tiated, that prostatic secretion aids fertility, it must be borne 
in mind that in certain species fertilization has resulted from 
artificial insemination with the contents of the epididymis 
alone.—I am, etc., 


Beaconsfield, Bucks J. A. L. Mace. 
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Increase in Scabies 


Sik,--I was much interested in Dr. F. F. Hellier’s opinion 
(Journal, November 10, p. 1117) that acarus infestation has 
now become either a forgotten or an unsuspected disease. 
In view of this, may I make a plea for reconsidering the 
present approach to “ heat spots’ in children ? 

The condition is a familiar one. The accepted theory 
is that “ heat spots ” are a form of papular urticaria. Treat- 
ment is on anti-allergic lines, with the inevitable exclusion 
of a wide range of foods and vitamins from the diet. Where 
social conditions are very good these measures appear to 
succeed, but it is much more usual to find a continual recur- 
rence from infancy to adolescence. I now believe that this 
lesion may be caused by an acarus. My reasons are as 
follows. 

(1) A very high proportion of children suffer from “ heat 
spots.”” It is difficult to believe in such a widespread and persist- 
ent intolerance to simple foods. (2) The incidence shows a 
marked socia! gradient. It is rare in social classes I and Il, but 
becomes increasingly prevalent in social classes I11, IV, and V. 
(3) There is a seasonal incidence. It is at its height in the warm 
autumn months. In this, it resembles the harvest bug type of 
acarus infestation. Where housing and hygiene are poor, it 
exists all the year round. (4) It is rare for one child alone to 
be affected in a family. The older child, who has outside con- 
tacts, is usually the first to have “ heat spots.” These pass, in 
turn, to the younger children, not excepting the baby. Con- 
versely, it is unusual for an only child to have “ heat spots,” but 
when this occurs it is usually possible to trace the contact. 
(5) There is a definite sequence of symptoms, The initial lesion is 
a vesicle which is soon surrounded by a much larger area of 
intense inflammation resembling an urticarial weal. The second 
stage is the rupture of the vesicle with the formation of a shallow 
ulcer. In a few days the first crop of lesions is either “dead” 
or has become the site of secondary infection. Shortly a new 
crop of vesicles and weals arises in the vicinity. The first infec- 
tion is in exposed areas—the arms and legs of an older child or 
the nape of the neck and extensor aspects of the legs in an infant 
lying on infected bedding. Later lesions crop up on the trunk 
and elsewhere, carried by infected finger-nails. However wide- 
spread, it never localizes between fingers and toes. (6) The clinical 
picture of generalized “heat spots” is identical with that of 
generalized scabies in a child infected from a confirmed adult 
case of scabies. (7) The condition responds at once when treated 
with benzyl benzoate emulsion. Where the hygiene is strict, the 
cure is lasting. In overcrowding and bad housing, reinfestation 
is liable, but the correct treatment always gives immediate relief 
and respite of considerable duration. 

One wonders whether this is a form of scabies modified 
by improved social conditions, or a sister species producing 
clinical variations. I regret that I have not isolated an 
acarus, as I have lacked the facilities for making a deter- 
mined attempt to do so. My plea is to regard this scourge 
of childhood as a tangible infection rather than as an 
elusive allergy.—I am, etc., 


Cothal, Dyce. Maraaret S. M. McGrecor. 


Torsion of the Gall-bladder 


Sir,-I was a little surprised to find you thought it worth 
while publishing another case of torsion of the gall-bladder 
(Journal, November 17, p. 1160), as after operating on such 
a case six years ago I surveyed the world literature and 
concluded that the rarity of this condition was more 
apparent than real. As a result I did not record my case. 
However, since that time at least two more case reports 
have appeared in your Journal, and so, for the benefit of 
future authors and their statistics, another case is here 
briefly and reluctantly presented. 

Mrs. E. W., aged 84, was admitted to the West Middlesex 
Hospital in December, 1950, with a three-day history of 
colicky central and right-sided abdominal pain. The patient 
had vomited twice on the morning of admission, but had 
had no normal bowel action for 72 hours. On examination 
she was a thin, visceroptotic old lady with a temperature of 
99.6° F. (37.5° C.) and pulse‘106. The abdomen showed 
some central abdominal distension, generalized tenderness, 
and guarding over all the right side. Rectal examination 
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was negative. A provisional diagnosis of appendicitis, with 
local peritonitis, was made, and the patient was prepared 
lor laparotomy. At operation the right side of the abdo- 
men contained blood-stained fluid. On lifting the lower 
margin of the liver edge a twisted gangrenous gall-bladder 
presenied, Cholecystectomy was comparable to the pluck 
ing of an over-ripe plum, and, as in the majority of these 
cases, convalescence was uneventful. am, etc., 

Isleworth, Middlesex DouGLas W. THOMAS. 
Delayed Emptying of Gastric Stump after 
Gastrectomy 

Str.—I was interested to read the letter from Mr. R. B 
Welbourn (Journal, November 17, p. 1172) concerning de- 
layed emptying of the gastric stump after gastrectomy. When 
I came to do a good deal of gastric surgery in 1947 | 
found this complication so worrying that I came to fear the 
post-opera ive phase of my gastric cases. I reopened one 
on the thirteenth day, to find a normal stoma but a pink 
discoloration of the jejunal loop, which had been included 
within the clamp in the Polya gastrectomy. A barium meal! 
on the twelfth day had shown what appeared to be an 
organic block at the stoma, but more careful examination 
of the dried films showed that some specks of barium had 
diffused across the anastomosis 

At this time I had the pleasure of watching the late Mr 
Scott Mason in Birmingham. I questioned him on this com- 
plication of serious delay in gastric emptying after opera- 
tion, and he told me that he had had no experience of it 
Comparing carefully his operation with my own, the only 
important difference seemed to be that, whereas I at that 
time used rubber-covered clamps, which I allowed to cross 
the jejunal mesentery, he used heavy uncovered clamps 
which he seemed to apply firmly to the small gut, keeping 
well away from the mesentery, Since that time I have used 
the Lane's twin clamps and kept the clamp very clear 
of the small gut mesentery, and over a series of several 
hundred gastrectomies this dreaded complication has 
vanished. The Ryle’s tube comes up when the gastric 
balance is well positive, and this seems to be almost con 
stant between 48 and 72 hours after operation. 

I have always regarded this complication in my own work 
as due to paralysis of the small bowel loop from nerve 
pressure caused by the clamp on the mesentery and com- 
parable to paralysis of the arm following the unwise use 
of a tourniquet above the elbow, If this is true, then the 
time of recovery will depend on the degree and the time 
of pressure. If the clamp is left in position too long, then 
nothing but a nutrient jejunostomy will save the patient 
I also believe that too much unfolding of the gut wall at 
the stoma in a three-layer anastomosis may be sufficient to 
cause much the same picture, and is especially liable to 
occur in patients with thick gastric walls. I, too, should be 
interested to know of other people's experience of this 
complication.--I am, etc 
London, W.6 Haro_p Burat 


Bad Gastrectomies 


Sirn.—-Mr. V. J. Kinsella has generated much heat in his 
paper (Journal, December 1, p. 1277) but little light. I am 
sure he must know that the only way to assess the late 
results of any operation is to examine all the patients in the 
series. We have all seen isolated examples of any gastric 
operation which has remained successful for many years. 
This is highly satisfactory for the patient and gratifying for 
the surgeon : as evidence of the value of the operation. it is 
useless. We all know, too, that limited gastric resection 
leads to recurrent ulcer. In our paper’ we simply recorded 
the incidence of this complication in a series operated upon 
between 1936 and 1942. Mr. Kinsella is a little less than fair 
in suggesting that nothing had subsequently been done by 
us to rectify this matter. On what evidence does he base 
this assumption ? 

Death as a direct result of any operation is a permanent 
reproach to the surgeon. Mr. Kinsella is correct in suggest- 
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ing that good results can only be obtained by good surgery. 
| am not a gastric surgeon, and am ashamed to confess a 
mortality of 0.66% in approximately 150 cases of gastric 
resection, excluding emergency gastrectomy for haemat- 
emesis, The value of reporting all details of mortality and 
morbidity is more than apparent to us. One of the worst 
post-gastrectomy syndromes I have seen followed operation 
by a distinguished surgeon who has always said that he has 
never seen such a complication in any of his patients. That 


may be true, but we have.—I am, etc., 
IAN W. MacPuHee. 


Liverpool 
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Mercury Absorption and Psoriasis 


Sir,—I would like to comment on the interesting and 
valuable paper by Dr. P. M. Inman and his colleagues 
(Journal, November 24, p. 1202). They are right to call 
attention to the potential risk of toxicity which the prolonged 
use of mercurial ointments entails, although the results of 
their investigation lead them to minimize this risk. Examples 
of the nephrotic syndrome attributed to mercurial ointments 
were described by Oertel’ and Ludwig.’ It is also likely that 
what was commonly called syphilitic nephrosis was caused 
by mercury and not by syphilis.’ So far as the nephrotic 
syndrome is concerned, it appears to be necessary to apply 
mercurial ointments for six to twelve months before evidence 
of toxicity appears. I think that is why Dr. Inman found 
no toxicity in his patients after six weeks’ treatment. 

The demonstration of urinary mercury levels up to 3,300 
g./litre in patients with no evidence of mercury poisoning 
shows clearly that there is no such thing as a “ toxic level.” 
Increased mercury excretion indicates mercury absorption, 
not mercury poisoning. May | make two small criticisms ? 
The term “calomel disease” was, I believe, coined by 
Professor Fanconi‘ to describe a condition which was neither 
pink disease nor nephrosis. And surely boys could be boys, 
even in scientific literature, rather than male children.—I 
am, etc., 

Leeds, 7 R. W. SMITHELLS. 
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Treatment of Iron-deficiency Anaemia 


Sir.—We are grateful for the correspondence you have 
published on our article (Journal, September 15, p. 638). 
Dr. Jean M. Scott Journal, October 27, p. 996) makes men 
tion of the triple response in antenatal patients to all modes 
of iron therapy, depending upon the period of gestation. We 
have not found it to be a marked feature of our work, and 
the methods of selection by taking consecutive series of 
patients has resulted in an equal scatter in the three groups 
Dr. Scott also points out that hospitalization particularly 
improves the response to iron therapy. Our only group 
of patients that was not completely hospitalized was the 
antenatal group receiving oral iron, and the results for these 
patients would presumably have been better had they all 
been kept in bed. 

The question of adequate treatment was raised by several 
correspondents. As explained in our article, the first seven- 
teen-day period was selected for comparison, as during this 
time the daily haemoglobin concentration rise is recorded 
as a straight line on a graph, and serious mathematical errors 
are introduced if the calculation is made over a longer 
period. Therapy was continued in all patients in whom it 
was necessary, but to compare the groups over a period 
necessary to effect a “cure” is to aim at an arbitrary 
standard between 92% and 114%, to which all individuals 
would not conform ; and a grave discrepancy in the maxi- 
mum haemoglobin rise, as well as in the time factor, would 
be introduced. It is also suggested that larger doses of 
intramuscular iron would have resulted in greater haemo- 
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....- the doctor said 


* To talk of many things : 


Of coughs—and hacks—and 


tossing nights — 
Of eyes with purple rings. 
And why the throat is raspy hoi 


And whether coughs have wings.” 


With apologies to Lewis Carroll 


The time has definitely come to talk of Lipect, for Lipect is not just 
another ‘new remedy’. It is a carefully balanced combination of the 
powerful and safe cough suppressant, pholeodine with the antihistaminic, 
antazoline hydrochloride and the expectorant ipecacuanha. Lipect not 
only relieves ineffectual hacking but will also control allergic bronchospasm 
and stimulate expectoration. In addition, it is pleasantly flavoured, 


a feature that makes it readily acceptable to young and old alike. 


LIPECT. Cough Elixir 


Packs: Bottles of 4 fl. oz. 


Each 4 c.c. teaspoonful contains : 4 mg. Pholcodine, 
Wyeth 12.5 mg. Antazoline Hydrochloride, 

9.03 e.c. Ext. Ipecac. Lig., 3.2 gr. Sucrose. 
The word * Lipect’ is the registered trade mark of 


John Wyeth & Brother Limited, Clifton House, Euston Road, London, N.W.1 
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BUTAZOLIDIN is notable in 
bs the treatment of arthritic con- 
ditions. In a great many cases 
it affords marked subjective 
relief of symptoms with objec- 
: tive evidence of improvement. 
The long-term respense to low 
maintenance dosage is particu- 


larly impressive. 
art) p 4, 
Availability : x 
Tablets containing 100 mg. and 200 mg 4 “e 
for oral administration, and in solution for 51% 
4 injection in ampoules of 5 mi. contaming 
1.000 me 
. Further details available on request 


Butazolidin imyjection solution containing a local anaesthetic 
(Xylocaine*) has now been introduced. It is available in the 
form of ampoules, each ampoule containing 600 mg 
Butazolidin in 3 mi. solution, with 1°,, Xylocaine* 
The product will be available in boxes of 5 and SO ampoules 
at the same price as 5 mi. plain Butazolidin ampoules. Plain 
Butazolidin injection solution will continue to be available in 
5 ml. ampoules each containing 1000 mg. Butazolidin 
* licensed by A. B. Astra, Sédertalje (Sweden) 
and C. Tennant, Sons & Co. Ltd., London 


[| GEIGY PHARMACEUTICAL COMPANY LTD. 
Wythenshawe, MANCHESTER, 23 
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globin increments. We have studied this for some time, and 
our results, which will be the subject of a further communi- 
cation, show that this is not so. 

Drs. S. Bradshaw and Bertha Klempman (pp. 996-7) ask if 
the eleven oral-iron-refractory medical cases were included 
in our calculations. They were included, although, com- 
pared with our other series, they were an unusually high per- 
centage ; and had we excluded them the result would have 
been better than those for intramuscular iron. Drs. Brad- 
shaw and Bertha Klempman also doubt whether iron stores 
can be replaced by oral iron therapy. Jasinski! demonstrated 
that iron stores could be effectively replaced by oral iron, 
and he found that a significant rise in the serum iron con- 
centration took place after the administration of an oral 
ferrous compound, when the initial haemoglobin percentage 
was within normal limits. 

When the haemoglobin percentage reaches normal limits 
the intestinal mucosa effects the passage of sufficient quanti- 
ties of iron to replenish iron stores, but, except in rare 
pathological disorders, acts as a barrier to large quantities 
and so protects the body from siderosis. Dr. A. Piney 
(Journal, November 10, p. 1118) points out that with 
parenteral treatment there is no such safeguard against 
siderosis, and this view is expressed by other well-known 
authorities. It is therefore important to work out the 
doses of parenteral iron most carefully, and we agree with 
Drs. Piney, W. S. Killpack (Journal, November 24, p. 1239), 
and M. E. Lampard (Journal, November 10, p. 1119) that 
periodic oral iron is safer than parenteral iron in all but 
those cases which cannot be returned to normal with oral 
therapy. 

Drs, Piney’s statement that “the bits of iron from the 
grinding of axes are neither haemopoietically potent nor likely 
to clarify our views on the best line of treatment ” deserves 
to become classical. Our paper was an attempt to compare, 
objectively, ferrous succinate with parenteral iron in the 
treatment of iron-deficiency anaemia. We have found that 
“imferon,” apart from the possibility of long-term side- 
effects, is a safe and useful method of treatment for which 
we are most grateful to the firm which produced it. Our 
work, however, would suggest that it be limited to those 
patients who are refractory to oral iron, those who are 
intolerant to oral iron, and women with severe iron- 
deficiency anaemia in late pregnancy.—We are, etc., 
EDWARD Cope. 

R. O. GILLHESPy. 
R. W. RICHARDSON. 
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Degrees in Nursing 


Sir,—In your annotation on degrees in nursing (Journal, 
November 24, p. 1228) you state that the Royal College of 
Nursing’s proposal for the establishment of a university 
degree course in nursing is a novel one. I would, how- 
ever, draw your attention to the correspondence columns 
of your own Journal dated so long ago as August 15, 1942, 
when I myself advocated this innovation.—I am, etc., 

W. E. SNELL. 


H.. British 


London, N.W.9 
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Neostigmine-resistant Curarization 


Sirn.—May I add another letter to the many published in 
the British Medical Journal as the result of Dr. A. R. 
Hunter’s important article (Journal, October 20, p. 919)? 
I would like to suggest that the syndrome might be due 
to mechanical circulatory causes rather than to pharmaco- 
logical variations in the action of curarizing drugs and 
neostigmine. 

Dr. Hunter described a condition which has been worry- 
ing us for some time, as we have already had five such 
cases in Kidderminster General Hospital. In most respects 
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our cases were like those described, “ dilapidated ” patients 
with a history of past heart or lung disease or both, and 
often of hypertension. They all had a very rapid heart 
rate before operation and were operated on in an emergency 
for some serious abdominal catastrophe. Up till the end 
of the operation the patients had not given undue anxiety. 
The pulse rate had perhaps risen, but the colour had 
remained good with a normal inflation of the lungs with 
nitrous oxide and oxygen. Atropine, 1/100 gr. (0.65 mg.), 
followed by neostigmine, 2.5 mg., was given, but the patient 
failed to “ wake up” properly, as described by Dr. Hunter, 

Three questions now presented themselves: (1) Was the neo- 
sligmine not working ? (2) Was the neostigmine working but 
making the patient worse ? (3) Was the neostigmine never reach- 
ing the place where it was supposed to work ? We had been 
taught to believe that neostigmine always worked, so (1) was 
dismissed. But what about (2) and (3)? These patients prob- 
ably had a weak myocardium which had been further weakened 
before operation by toxic and/or anoxic processes. During 
operation the normal return flow of blood to the heart had been 
interfered with by forcible inflation of the rather rigid thorax, 
and by “laking” of blood in the relaxed, toncless muscles all 
over the body. Consequently, although the colour was good, the 
volume of blood circulating was much reduced, and the heart 
muscle, and also possibly the cerebral cells, were relatively starved 
ot oxygen. 

If, now, atropine was given there would be a temporary 
quickening of the heart, another strain on its already overtaxed 
muscle. Now neostigmine, if the circulation was strong enough 
to carry it to the neuromuscular junction, would produce a sudden 
return of tone to the muscles, with a consequent rush of venous 
blood to the heart. This, aided and abetted by the inevitable 
speeding up of the drip of intravenous fluid or blood, would 
produce a condition of right-sided heart failure. In our later 
cases there was clinical evidence of this; there was a tumultuous 
apex beat high and far out in the left axilla, a tendency for 
fibrillation to develop, and, as soon as the inflation was stopped, 
the patient became cyanosed in spite of the short gasping respira- 
tion described by Dr. Hunter. Also the necropsy in the patients 
who unfortunately died showed that they died of right-sided 
heart failure. I suggest that the gasping respiration may have 
been due to cerebral anoxaemia over the prolonged period of the 
operation producing an effect similar ‘to that which one has 
observed in a patient whose heart has been made to beat again 
after cardiac arrest. 

Acting on this cardiac theory of the causation of this 
syndrome, our last two cases have been given 1 mg. of 
digoxin slowly in 10 ml. saline. In the first case normal 
respiration and subsequent recovery occurred. And in the 
other a second dose of neostigmine shortly after digitaliza- 
tion produced an immediate return of normal respiration and 
subsequent recovery of the patient. 

I expect these observations will be “shot at” from all 
directions, but, whatever the exact cause of this frightening 
syndrome, the conclusion we have come to is the same as 
Dr. Hunter's. That is that, in cases where one would expect 
the syndrome to develop, the important thing from the 
anaesthetist’s point of view is to keep the patient breathing 
naturally throughout the operation.—I am, etc., 

H. N. MILEs 


Bewdley, Worcs. 


Sir,—Dr. A. R. Hunter in his article on neostigmine- 
resistant curarization (Journal. October 20, p. 919) says that 
in each of the six cases reported two lots of 2.5 mg. neo- 
stigmine were given at the end of the operation. Further, 
in three cases the neostigmine-like drug “tensilon” was 
added an unspecified number of times, in repeated 10 mg. 
doses. Additional increments of 1.25 mg. neostigmine were 
also given. 

Though all these patients showed some transient improve- 
ment after these doses of neostigmine and tensilon, it is 
possible that they were all sensitized to neostigmine by the 
high initial dosage. The complexity of the action of the 
quaternary ammonium compounds on the myoneural junc- 
tion has become more and more appreciated in the last few 
years. Indeed, neostigmine has so far been shown to act 
in at least four different ways.'* Many anaesthetists regard 
neostigmine with such respect that in poor-risk cases they 
first administer test doses of the drug. First the patient 
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must be showing signs of respiration. Then 0.5 mg. only 
is administered and the effect noted over five minutes. A 
further 0.5 mg. is given and again the effect noted over five 
minutes. Often such a dose is sufficient to restore adequate 
respiratory activity. If a further dose of 0.5 mg. does not 
produce increased respiration there is no point in giving 
any more. An initial dose of 5 mg., as was given in the 
six cases reported, appears to be large; especially so when 
it is realized that the patients were carefully curarized and 
were presumably showing signs of respiration at the end of 
their operations. Furthermore, these patients are reported 
as having disturbed electrolyte balance. 

In 1945 the recommended dose of neostigmine was 0.5 
mg Now we read of 5 mg. being given at a time. Large 
doses of antagonists acting by receptor competition may 
produce the very actions they were meant to antagonize. 
This would seem to be more feasible in the case of a drug 
like neostigmine whose action depends on the presence of 
adequate cholinesterase and whose anticurarizing effect may 
be hindered (or even completely abolished) by tbe addi- 
tional use of suxamethonium. As Professor W. D. M. 
Paton has said,’ “ It seerns hardly to be worth while to give 
large amounts of neostigmine, and there is some evidence 
that, after it has exerted its anti-esterase action and its direct 
action, a large dose may then go on to produce neuro- 
muscular block itself, for which (of course) no antidote is 
available and which may be very prolonged. Given in 
reasonable dosage, however, it is still unrivalled as an anti- 
dote to p-tubocurarine.” An initial administration of 5 mg. 
cannot be regarded as a small dose, especially when further 
doses are given shortly afterwards 

Indeed, there is a strong suggestion that what is said to 
be “ neostigmine-resistant curarization ” may in fact be more 
aptly described as “neostigmine sensitivity following elec- 
trolyte imbalance.”—I am, etc., 


London, S.W J. LevIN. 
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Sir,-We have read Dr. A. R. Hunter's article (Journal. 
October 20, p. 919) with great interest. In his discussion 
Dr. Hunter suggests that one possible explanation of the 
syndrome he describes is that due to carbon dioxide re- 
tention. We believe this to be the case. Since Dr. Scurr' 
wrote his medical memorandum in 1954 we have recognized 
this condition in five or six patients after curarization and, 
recently, in two patients who received no relaxants during 
maintenance of anaesthesia. In all cases which we have 
seen there has been a common factor, impaired respiratory 
function due to one of the following causes : emphysema ; 
fixed thoracic cage due to senile calcification, thoracoplasty, 
plombage. or lobectomy; or impaired diaphragmatic func- 
tion due to ileus with distension. Most of the cases have 
been elderly, because emphysema and fixed thoracic cages 
are associated with old age 

A typical case was a female of 66 with a fixed thoracic cage 
She underwent a combined abdomino-perineal resection under 
thiopentone (induction), nitrous oxide, and p-tubocurarine 
chloride, with controlled respiration maintained by a circle ab- 
sorber system. At the end of the operation, during which she 
had not received an excessive dose of p-tubocurarine chloride, 
atropine and neostigmine failed to restore adequate respiration 
There was pronounced tracheal tug and the patient remained 
comatose. Artificial ventilation with a Waters's cannister caused 
the patient to wake up and respond to questioning; when the 
artificial ventilation was discontinued she relapsed into uncon- 
sciousness. Despite 24-hour artificial ventilation, the patient 
ultimately died from cardiovascular failure 

Another female of approximately the same age developed the 
syndrome after a laparotomy. Dr. Mendel, of St. Bartholomew's 
Professorial Unit, kindly took some intra-arterial pH samples 
They showed a high acidity when the patient was breathing 
spontaneously but inadequately, but the blood became highly 
alkaline after hyperventilation. This patient recovered adequate 
respiration after approximately two hours’ artificial ventilation. 


ADVERTISEMENT 


CORRESPONDENCE 


BRITISH MEDICAL JOURNAL Dec. 


Mepicat JOURNAL 


Another case was similar to that described by Gray and 
Fenton.? A male, aged about 30, suffering from severe pulmonary 
tuberculosis had already had a right lobectomy some time before 
he came to the theatre for a left plastic plombage. He was given 
a thiopentone induction followed by a nitrous oxide-oxygen with 
p-tubocurarine maintenance At the end of the operation, after 
neostigmine and atropine, he had inadequate respiratory excur- 
sion with a tracheal tug and remained comatose. Hyperventila- 
tion restored consciousness. He gradually recovered adequate 
respiratory excursion after sixteen hours’ artificial ventilation and 
made a satisfactory recovery. It is postulated that post-opera- 
tively his respiratory apparatus was not sufficient to maintain 
satisfactory gaseous exchange, and that adequate spontaneous 
respiration did not become established until the body became 
adapted to a higher carbon dioxide level. 

Recently an emphysematous male aged 59 came to the operat- 
ing-room for a ‘eft upper lobectomy. He received no relaxant, 
except a single dose of succinylcholine for intubation, after which 
he recovered adequate spontaneous respiration. He was main- 
tained on controlled respiration with closed cyclopropane and 
oxygen (a technique not often used in Britain but practised with 
success in the United States). At the end of the operation (five 
and a half hours after induction) he was comatose and respir- 
ing inadequately with a tracheal tug. After seven minutes’ hyper- 
ventilation with oxygen he became conscious, but became 
comatose again immediately the ventilation was discontinued. He 
was given a further period of seven minutes’ ventilation, where- 
upon he again regained consciousness but relapsed into uncon- 
sciousness when he was allowed to respire spontaneously. After 
another period of ventilation, lasting five minutes, immediately 
followed by the injection of 5 ml. of nikethamide, he remained 
conscious, adequate respiration was re-established, and he made a 
satisfactory recovery. Since this we have had another case of 
a male aged 72 with a fixed chest and a virtually fixed diaphragm 
due to ileus. He was anaesthetized with nitrous oxide, oxygen, 
and minimal ether only. He did not survive. 

These cases are fortunately rare, and the only treatment 
would appear to be adequate artificial ventilation coupled 
with measures to maintain blood pressure. Maintenance 
of an adequate electrolyte balance is obviously important, 
and low potassium may well play a part in some cases, but 
we believe that carbon dioxide retention is probably the 
primary cause of the condition. Great care should be taken 
in employing controiled respiration in cases known to have 
inadequate respiratory function pre-operatively, especially 
when relaxants are used, and when the operation itself may 
further reduce the tidal exchange.—We are, etc., 

Tom B. BOULTON. 
EDMUND M. KRIGBAUM 
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N-Acetyl-para-aminophenol as an Analgesic 


Sir,—The interesting paper by Drs. D. R. L. Newton and 
J. M. Tanner (Journal, November 10, p. 1096) raises an 
important question of method. Their results show that 
a new analgesic, N.A.P.A.P. (“panadol”), is in general 
inferior to tab. codein. co. in patients suffering from a 
variety of joint disorders. They conclude, however, that 
there are a few patients (not belonging to any one diag- 
nostic category) for whom N.A.P.A_P. is the better analgesic. 
This conclusion does not seem fully warranted by their 
material. It is based on the fact that there is a relatively 
large number of patients who express a consistent prefer 
ence in two successive fortnights for one or the other drug 
and a small number whose preferences were “ mixed.” The 
authors’ statistical test that this consistency is “ significant ” 
is indeed more conclusive even than they suppose (their x’ 
has 1 degree of freedom, not 2; hence P<0.002). But the 
test is based on a questionable classification of patients. 
They have counted as “mixed” only those eight patients 
who expressed a distinct preference on both occasions and 
excluded 11 patients who expressed “no preference ” in one 
or other of the fortnightly periods. If these 11 patients are 
counted as “ mixed,” the tendency to consistent preference 
disappears. 

However, even if, as seems likely, there is some “ con- 
sistency,” this does not prove that there are patients for 
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whom N.A.P.A.P. is the better drug. Suppose, for example, 
that N.A.P.A.P. in the dosages used is almost completely 
ineffective. Then all patients would have a consistent prefer- 
ence for codeine except in so far as they are influenced 
by variations in disease activity, emotional conditions, etc. 
Assume that the patients may be divided into two groups: 
(1) those with stable disease, capable of clearly describing 
their sensations, and (2) those affected by disturbing influ- 
ences. If the latter group gave consistent responses no more 
often than would be expected by chance, the pooling of the 
two groups would give an appearance of consistency. No 
doubt, in fact, there are not just two kinds of patients, but 
many, differing according to type of disease, personality, etc. 

Finally, even if the principle of the authors’ arguments 
were admitted, their conclusion that there exist patients for 
whom N.A.P.A.P. is the better drug would be based on very 
small numbers. They had five patients who expressed a 
consistent preference for N.A.P.A.P., and on their method 
of calculation they concluded that in the absence of real 
“ consistency” there would have been, on average, 2.5 in 
a group of patients of the size of the trial. If this were in 
fact the true average number, the probability of getting five 
or more cases by chance in a single trial would exceed 10%. 

It is likely to be difficult to prove that there exist people, 
not otherwise identifiable—e.g., by diagnostic category—who 
react to a mild analgesic which is ineffective for the majority. 
The same kind of difficulty is involved in showing that there 
are people who have extrasensory perception. The diffi- 
culty of proving the existence of such phenomena is, of 
course, in itself no reason for thinking that they are not 
real.—I am, etc., 


Manchester, 13 JOHN HAJNAL. 


Pharmaceutical Advertisements 


Sir,—-I would like to reply to the letter of Mr. N. A. 
Herdman (Journal, December 1, p. 1298) concerning 
pharmaceutical advertisements. The Index of New Pro- 
ducts provides an excellent service for the pharmacists, for 
whom it was primarily intended, but in some cases does not 
give sufficient information for the general practitioner. 
However, the main point which prompted me to write this 
letter is the fact that, whereas the index costs two guineas 
per annum, the total cost of the advertising matter received 
by most general practitioners in a single month is probably 
in excess of this amount. This expenditure is almost entirely 
wasted. How much better it would be if some of the ex- 
pense and energy devoted to advertising could be diverted 
to the production of a standard method of giving informa- 
tion to the medical profession. I feel sure that the pharma- 
ceutical manufacturers would benefit at least as much as 
ourselves._I am, ete., 

Walsall, Staffs J. P. Lester. 

Sir,—Mr. N. A. Herdman’s suggestion (Journal, Decem- 
ber 1, p. 1298) that the Index of New Products published by 
the Pharmaceutical Society would admirably meet my 
suggested standardized form of pharmaceutical advertise- 
ment is for the following reasons debatable. 

First, this index does not include the products issued 
before 1949, many of which have stood the test of time and 
are still in everyday use because they are such effective 
and good pharmaceutical products. Secondly, the thera- 
peutic index would not appear to be fully cross-referenced— 
e.g. “dindevan” (phenylindanedione) is not under 
“coronary thrombosis” in the index, nor under “ coronary 
insufficiency,” but can only be found if one consults “ throm- 
: also “drinamyl” does not appear under “ mental 
depression.” There is also a delay in the inclusion of 
new products in the index of up to a year. Thirdly, the 
layout of the cards is certainly adequate for chemists but 
not for doctors, as there is only limited clinical informa- 
tion on many cards. Fourthly, I have been told that there 
is a time lag between the issue of a new product and the 
publication of the relevant card. This is apparently due 
to delay in correction of the proofs and fixing prices by the 
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manufacturers themselves. Finally, the sum of £2 2s. per 
year is not inconsiderable when one considers the large 
amount of money spent on doctors in general practice annu- 
ally by tne firm, in printing and postage alone. 

Like Dr. K. Shallcross Dickinson (p. 1298), I have had 
similar difficulty in keeping a tabulated, up-to-date file of 
pharmaceutical products, I agree that the proposed loose- 
leaf file, however large, would very soon be overcrowded, 
and that a card index is probably the answer. 1 would like 
to thank Dr. Shallcross Dickinson and others for their kind 
interest in this correspondence.—I am, etc., 


London, W.12 Joun D. W. Watney. 


Glycyrrhetinic Acid 


Sir,-With other dermatologists, we have had the oppor- 
tunity of investigating the claims made for ointments con- 
taining glycyrrhetinic acid both in out-patients and in in- 
patients. However, when hospital beds are available, we 
regard in-patients as more suitable for the evaluation of 
local applications of this kind, because the use cf the test 
substance is more readily supervised and conclusions 
reached are less liable to error. When trial ointments are 
handed out to patients with eczematous eruptions one can- 
not be sure that only the substance provided is being used, 
that it is being properly applied, or that, for example, harm- 
ful cleansing measures are not being carried out as well. 
Causative or contributory contact factors may also continue 
to operate. 

We are fortunate in having 45 beds at our disposal for 
the treatment of skin diseases in the Belfast City Hospital, 
with an experienced nursing staff. It was on selected in- 
patients in this hospital that our tests of glycyrrhetinic acid 
ointment were carried out. Briefly, the conclusion reached 
after an extended trial was that ointment containing glycyr- 
rhetinic acid was no more effective than the base alone. 
Favourable response was clearly due to the emollient nature 
of the preparation and not to the “active” ingredient. 
When untoward reactions took place they occurred less fre- 
quently with the base alone. Intolerance was more marked 
when a water-miscible base was used. 

Our experience with hydrocortisone ointment, on the 
other hand, accords with that of other dermatologists. It is 
a unique preparation which, if properly used, rarely fails to 
give relief in appropriate cases. If relief does not follow 
its use, One suspects either continued contact with irritants, 
which may include unsuitable cleansing measures, or an 
unresolved psychogenic background. Like Dr. D. IL. 
McCallum (Journal, November 24, p. 1239), we have been 
unable to find any of the virtues of hydrocortisone in 
glycyrrhetinic acid. With him, we hope that the well- 
deserved popularity of hydrocortisone ointment may induce 
the manufacturers to lower the price and so enable it to be 
used more freely in suitable cases._-We are, etc., 

REGINALD HALL. 


Belfast JOHN JEFFERSON. 


Neuromuscular Disorders in Mecamylamine Therapy 


Sir,--The report of Schneckloth et al.’ that mental 
changes, convulsions, and tremor may follow the use of 
mecamylamine has appeared since our report (Journal, 
November 24, p. 1209) on the use of mecamylamine has 
been in the press. 

Since their report appeared, we have seen two patients 
with similar manifestations. One patient, taking 60 mg. of 
mecamylamine daily, developed acute mania and a coarse 
tremor. As in the cases reported by Schneckloth ef al., we 
were uncertain whether the psychosis could be attributed 
to the mecamylamine, for there had been similar, less florid 
episodes prior to the administration of mecamylamine, and 
withdrawal of the drug has not been followed by any 
improvement in the mental state. The other patient 
developed a coarse tremor without mental changes. At 
necropsy, following his death from uraemia, punctate 
haemorrhages were found in the region of the basal ganglia. 
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We have now treated over 50 patients with this substance, 
and, apart from these two cases, have not seen these com 
plications. We are uncertain whether the mental changes 
can be attributed to the action of mecamylamine, or whether 
they are the result of cerebral vascular disease.—We are, etc., 


A. E. Doyit 
London, W.12 G. H. NEILSON. 
' Schneckloth, R. E.. Corcoran, A. C., Dustan, H. P.. and Page. |. H 
J. Amer. med. Ass., 1956, 162, 868 


Lesions of the Feet in Diabetes 


Sir,—Dr. A. L. Wyman in his letter (Journal, Novem- 
ber 24, p. 1239) considers that we have over-stressed the 
importance of neuropathy in the aetiology of lesions of the 
feet in diabetes (Journal, October 27, p. 953). This opinion 
is based on the difficulty to find objective neurological signs 
which, he says, we admit ; we deny any such admission. 

If he will refer to the section on neuropathic lesions 
Dr. Wyman will find that it begins with an account of the 
objective manifestations of neuropathy, such as loss or 
impairment of superficial and deep sensation, which are 
associated respectively with ulcers and Charcot joints. The 
characteristic deformity of the toes, which he explains on 
the grounds of sepsis, is specifically stated by us as being 
“constantly associated with signs of neuropathy,” a remark 
able coincidence if infection is the underlying cause. Dr 
Wyman’'s hypothesis fails to account for the frequency with 
which lesions attributed by us to neuropathy occur without 
any evidence of sepsis, past or present, in our regularly 
attending diabetic out-patients.-We are, etc., 

WILFRID OAKLEY. 
R. C. F. 


London, W.1 M. MENCER MARTIN. 


Contact Dermatitis from Chlorpromazine 


Sir,—I have been investigating’ a number of cases of 
contact dermatitis from handling chlorpromazine (“ largac- 
til”). 

It is not generally realized that after an attack of contact 
dermatitis the skin may not stand up to the non-specific 
irritants encountered in everyday work. Chlorpromazine is 
a potent sensitizer (and also a photo sensitizer) ; and contact 
with the minutest quantity of the drug can cause dermatitis 
I recommend that the drug should be handled only by a 
strict “ no touch ” technique, as the Ministry have suggested 
for antibiotics. There is sufficient of the drug on the out- 
side of a sugar-coated tablet to cause an attack of dermatitis, 
so doctors and nurses should use either rubber gloves or at 
least a spoon when handling them. In a mental hospital 
where 16 cases occurred, a chlorpromazine-free ward had 
to be arranged, and individual nurses were given a copy of 
the following recommendations: 

“(1) Crushing tablets or dissolving them in water should be 
forbidden and the use of syrup abandoned. (2) A ‘no touch’ 
technique should be adopted, even in giving tablets to patients- 
for example, the tablets should not be touched by bare fingers 
Nurses should use either rubber gloves or at least a spoon in 
giving out these tablets. (3) Patients to whom largactil is essential 
and who refuse to take the tablets should be given it by intra- 
muscular injection, using, of course, the ‘no touch’ or sterility 
technique. Nurses should wear masks, caps, rubber gloves and 
gowns, and wash carefully afterwards. Droplet spray into the 
atmosphere must be avoided by inserting the needle into a large 
piece of sterile cotton-wool when removing the air from the 
syringe. (4) Nurses who have experienced any allergic skin reac- 
tion to largactil should avoid, if possible, all contact with it or 
with patients who are having the substance. If contact is un- 
avoidable these nurses should wear rubber gloves and treat the 
substance as if it were mustard gas. (5) Skin reactions in nurses 
who handle largactil should be at once reported to matron or 
the chief male nurse. (6) The above-mentioned recommendations 
apply also to * pacatal,’ which is chemically similar to largactii.’ 


I am, ete., 


Lancaster 


R. H. Sevitte. 
Rererence 
Seville, R. Brit. J. Derm., 1956, 68, 332. 
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Obituary 


R. B. CARSLAW, Ch.M. 


Mr. R. B. Carslaw, consulting surgeon to the Victoria 
Infirmary, Glasgow, died at his home at Helensburgh on 
November 19 at the age of 77. 

Robert Buchanan Carslaw was born at Helensburgh 
on February 9, 1879, a son of the Rev. William H. Cars- 
law and the last child but one in a family of fourteen 
He was educated at Larchfield School, Helensburgh, and 
at the Glasgow Academy. Entering the University of 
Glasgow in 1896, he graduated M.A. in 1900, with first- 
class honours in mathematics and natural philosophy, 
and M.B., Ch.B. with honours in 1904, being awarded 
the Brunton Memorial prize as the most distinguished 
graduate of his year. Thereafter followed resident 
appointments in the Western Infirmary with Sir Kennedy 
Dalziel in surgery, with Professor Ralph Stockman in 
medicine, and with Professor Murdoch Cameron and 
Dr. W. L. Reid in gynaecology. After some months of 
study in Germany under von Mikulicz at Breslau, he 
returned to Glasgow and became assistant to Sir 
Kennedy Dalziel both in hospital and in private prac- 
tice, holding junior appointments at the Western In- 
firmary and at the Royal Hospital for Sick Children 

Robert Carslaw’s connexion with the Victoria In- 
firmary, where he was to do most of his work, started in 
1910, when he was appointed assistant surgeon to the 
hospital, and continued unbroken, apart from the years 
of the first world war, till 1932, when he retired. During 
the war he commanded the 65th (Lowland) Division 
Casualty Clearing Station, where Sir David Campbell, 
now President of the General Medical Council, was one 
of his brother officers. Later he served in France, first 
as officer in charge of the surgical division of No. 47 
General Hospital and then of No. 30 General Hospital 
Returning to Glasgow in 1919, he was appointed shortly 
afterwards to the post of full visiting surgeon to the 
Victoria Infirmary—he had proceeded to the Ch.M. in 
1915—and soon built up a very large consulting practice 
throughout the west of Scotland. By 1932, however. 
sustained pressure of work on a frame which, though 
wiry and resilient, was beginning to show signs of strain 
confirmed him in his decision to retire, though he was a 
year or two short of the age limit. 

At the outbreak of the second world war he came out 
of retirement to act as surgeon to the auxiliary hospital 
at Shandon, on the Gairloch, where he dealt with many 
of the casualties from the Narvik landings. Later, in 
1943, he took over charge of the hospital at Oban, a 
very active assignment, for Oban was one of the 
assembly areas for the Atlantic convoys. During the 
past year he suffered a progressive failure in strength, and 
the end when it came two weeks ago was very peaceful. 
He leaves a widow, a married daughter, and three sons, 
one of whom is a dermatologist on the staff of the 
Victoria Infirmary. 

Mr. Ropert Matter writes: The passing of Robert 
Carslaw removes one of the last few remaining links with 
surgery in Glasgow during the early part of the century. 
The Glasgow school of surgery at that time was domi- 
nated by such figures as Sir William Macewen, Sir Hector 
Cameron, Sir Kennedy Dalziel, Hogarth Pringle, and James 
Nicol, two of whom, Macewen and Cameron, had been 
dresser and house-surgeon respectively with the great 
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.. there was a satisfactory 
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response in 90% of cases ° 


Extracts from THE BRITISH MEDICAL JOURNAL, Ist Oct., 1955, p. 827 


_ 81°. of cases became symptom-free—70°% of them during the 
first week and 30% during the second week; a further 9°%% were 
relieved of the majority of their symptoms. Thus there was a 


satisfactory response in 90°% of cases.” 

“| Average duration of symptoms in the active ulcer group, 

dating from the first attack of indigestion, was 12 years...” 
They were able to take foods which they had avoided fo; 

years.” 

* All but 5 of the 98 cases were ambulant throughout treatment and 


no instructions were given as to rest. They were advised to take an 


average diet but to avoid fried foods.” 
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Lister himself. Though Robert Carslaw had worked with 
Macewen, Cameron, and Dalziel in the Western Infirmary, 
it was Dalziel who influenced him most deeply and laid 
down the pattern of that lightning, flawless surgical tech- 
mique which was the mainspring of success in the days 
before modern anaesthesia and shock prevention had robbed 
operative surgery of many of its dangers. Carslaw was a 
great surgical artist, with a smooth. effortless technique. 
He was a true general surgeon, and would remove a bullet 
from the heart with the same deft assurance as he would 
tackle any abdominal problem. In the wards his keen eyes 
missed nothing, and his decisions were quick and crisp. 
His teaching was clear, logical, and pithy, with a great 
facility of expression and apt illustration. 

He was not a prolific writer, but to the problems he 
studied he always brought flashes of insight. His work on 
the character of peritoneal exudates gained him a Ch.M., 
with high commendation, and his work on flavine did much 
to popularize the use of this antiseptic after the first world 
war. It was, however, his mechanistic view of the causa- 
tion of right-sided abdominal pain, based on the teachings 
of Lane, Jackson, and Waugh, and the treatment of this 
pain by caecopexy and colopexy, which involved him in 
most controversy. Carslaw’s extensive experience, fully 
documented, was presented before the meeting of the 
Association of Surgeons at Glasgow in 1928 and was pub- 
lished in full in the British Journal of Surgery shortly after- 
wards. It was a sincere and masterly presentation of the 
whole subject, but it failed to gain adherents, for the tide 
was then beginning to run too strongly against any surgical 
interference in visceroptosis. 

Robert Carslaw was a most attractive and colourful 
personality. He had great intellectual capacity, and one 
always had the feeling that he could have made his mark 
in any walk of life. He was a brilliant talker and debater 
with a rapier wit which was the dismay of his opponents. 
To his friends he was the gayest of companions, ever young 
in spirit, and bubbling with vitality and humour: to his 
juniors he was the soul of kindness and courtesy. They will 
remember him for his methodical approach to every prob- 
lem, his accurate records, and his punctiliousness in the 
interviewing of relatives. Outside his work, his passion was 
yachting. He owned a succession of yachts, all named 
Rowan and built to his own design. Each summer, accom- 
panied by his wife and family, he would make a trip up 
the west coast. His experiences on these voyages were 
collected and published a few years ago, and Clyde yachts- 
men, browsing over Leaves from Rowan's Logs, will recall 
that slender figure with the keen intelligent face, and in their 
memory will hear again that merry chuckle echoing over the 
water in some remote west Highland anchorage. 


J. O. WAKELIN BARRATT, M.D., D.Sc., F.R.C.P. 
F.RCS 

Dr. J. O. Wakelin Barratt, a former Master of the 

Society of Apothecaries of London, died in London 

on December |. He was 94 years of age. 

John Oglethorpe Wakelin Barratt was born at Birm- 
ingham on May 11, 1862, the son of Dr. O. W. Barratt, 
and was educated at University College, London, and 
at the universities of G6ttingen and Munich. He took 
the L.S.A. in 1888, and within the next few years added 
to his qualifications by obtaining the London M.B. in 
1889, the B.S. and the F.R.C.S. in 1890, the M.D. in 
1891, and the M.R.C.P. in 1892. He took the London 
D.Sc. in 1906, and was elected F.R.C.P. in 1913. From 
1893 to 1896 he was engaged in physiological and patho- 
logical research work at University College, London. 
After holding the post of research worker in neuro- 
pathology in the London County Asylums laboratory, 
he became pathologist to the West Riding Asylum at 
Wakefield. In 1903 and 1904 he held a British Medical 
Association research scholarship and then worked for a 


BRITISH MEDICAL JOURNAL 


OBITUARY 


Barrish 
MEDICAL JOURNAL 1433 


time as assistant bacteriologist at the Lister Institute of 
Preventive Medicine before going to Liverpool to join 
the staff of the department of cytology and cancer re- 
search at the university. His work there was interrupted 
in 1907-8, when he was in Nyasaland as the senior 
member of the blackwater-fever expedition organized 
by the Liverpool School of Tropical Medicine, but he 
returned to Liverpool in 1909 as director of the cancer 
research laboratory, a post he held until 1913. In that 
vear he was awarded a Beit Memorial Fellowship for re- 
search into the study of the nature and mode of action 
of substances contained in or derived from blood plasma 
and taking part in plasma or serum reactions. It was 
at this time he returned to the Lister Institute, in the 
affairs of which he took a great interest to the end of 
his life. At the beginning of the first world war he felt 
it his duty to join the R.A.M.C., and he served as a 
captain with the Ist London (City of London) Sanitary 
Company. His colleagues in the Lister Institute viewed 
with some trepidation the military expeditions on horse- 
back across Chelsea Bridge of this learned and middle- 
aged research worker, whose courage and determina- 
tion they so greatly admired, and who later served with 
distinction in France with the British Expeditienary 
Force. After the war he returned to his research at the 
Lister Institute. Much of his published work was con- 
cerned with thrombosis and the action of anticoagulants, 
and he recorded his results in many British and German 
specialist journals. 

Wakelin Barratt was prominent in the affairs of the 
Society of Apothecaries of London, to the freedom of 
which he was admitted, by redemption, in 1892. He was 
promoted to the livery in 1904 and elected a member of 
the Court of Assistants in 1927. He served as junior 
warden in 1931-2, senior warden in 1932-3, and Master 
in 1933-4. He was a member of the British Medical 
Association for sixty-five years. He married Dr. Mary 
M. Gardner, who graduated in medicine at Edinburgh 
University in 1909, and she survives him. 

E. B. writes: Of a kindly disposition, rather shy and with 
a soft speaking voice, Dr. Wakelin Barratt was, nevertheless, 
fearless in expressing his very clear-cut views—even to the 
point of being trenchant when he thought that the occasion 
demanded it. He was a generous benefactor to the Society 
of Apothecaries, his gifts always being made with a typical 
lack of ostentation. He had a great love for the Society, 
its history, and its hall; and he carried out considerable 
research to establish the exact position of the hall in relation 
to the Black Friars’ Monastery, Always scrupulously 
methodical, for many years he attended regularly once a 
week at Apothecaries’ Hall, laboriously transcribing on to 
loose sheets of paper the calligraphy in which the Society's 
seventeenth-century minutes are written. For a short period 
during these visits he was to be found quietly learning 
Russian. In spite of being a non-smoker, and never having 
taken alcohol, he greatly enjoyed the society’s dinners, 
which he very rarely missed. 


S. A. GIBBS, F.R.C.S.Ed. 


Dr. S. A. Gibbs, who was a well-known and highly 
respected general practitioner in Nelson, New Zealand, 
where he lived for the greater part of his life and where 
he was in practice for some forty years, died on Septem- 
ber 2, within a few days of his 88th birthday. | 

Sidney Alfred Gibbs was born in London in 1868, 
but received his early education at Nelson College, New 
Zealand, and at Otago University. He then enrolled at 
Edinburgh University as a medical student, and gradu- 
ated M.B., C.M. in 1890. In the previous year he was 
captain of the Australian football club in Edinburgh. 
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Soon after graduation he returned to New Zealand 
and settled at Nelson, where he was in practice until 
about 1930 

For forty years Gibbs was the complete family doctor, 
being called upon from time to time to show his skill 
as an obstetrician, oculist, urologist, or radiologist, as 
To keep himself 
widely and 


well as in other specialist capacities 
date in medical progress he 
regularly attended the meetings of professional organiza- 
tions. He was a life member of the South Island Medical 
Union During the first world war he served in the 
New Zealand Corps, with the rank of lieutenant-colonel 

Gibbs was an enthusiastic member of the British 
Medical Association, which he joined sixty-six years 
iZo He was chairman of the Nelson from 
1918 to 1924 and again from 1935 to 1938, and he was 
elected president of the New Zealand Branch on two 
occasions, in 1904 and in 1925. He became a member! 
of the board of Nelson College in 1915 
and was chairman in 1923-4. A member of the Nelson 
city council from 1923 to 1944, he was a4 past president 
of the local branch of Rotary International. One of his 
brothers, Dr. H. E. Gibbs. who died in 1953, was a Vice- 
President of the British Medical Association, and another 
brother, Dr. J. H. Gibbs, who practised in Edinburgh 
for many years, is now living in retirement in the North 
Island of New Zealand 


up to read 


Division 


governors ol 


Sir LIONEL WHITBY. C.V.O.. M..C., M.D., D.Sc 
LL.D.. F.R.C.P. 
R. S. W. writes: Sir Lionel Whitby was a_ tremendous 


scholar, and his inaugural address at St. George's Hospital 
on “ Atomic Energy and Medicine ” some years ago showed 
a masterly knowledge of physics as well as of medicine 
His address as President of the B.M.A. at Cambridge in 
1948 was an equally erudite performance. But, with all his 
scholarly distinction, he was equally at home in speaking at 
in. undergraduate dinner Though his amputation 
had precluded his playing games at Cambridge, he was 
elected, when Master, to the Griffin’s Club of Downing 
College, whose normal qualification requires three College 
blue. This gesture was a mark of his great 
popularity as a sportsman among the younger men. He 
very proud of his membership, and never failed to 
attend the dinners of this club, wearing a smoking-jacket 
and a bow tie in the club colours 

Lionel Whitby was a man of very great charm. enlivened 
by a grand and broad sense of humour. He could leave th< 
Olympian heights of academic learning and shine equally, 
and without loss of dignity, in the vernacu’ar of the under- 
He knew most of them by their Christian names ; 
took an enormous and active interest in all branches 
of college sport ind indeed a great “master™ of 
Downing as well as a world-wide repute. It 
was fitting that, unable to find seating in the college chape!, 
hundreds of Lionel Whitby’s undergraduates spontaneously 
lined the route on both sides from the chapel to the porter’s 
lodge and stood to attention until the cortége had left the 
front gate and their master had passed for the last time 
from the college he loved 
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Dr. T. Geratp Garry died at his home at Englefield 
Green, Surrey, on Oct 27 at the age of % 
Thomas Gerald Garry w born at Shanahea, Ennis, 


Co. Clare, on July 6, 1860 and studied medicine at the 
former Queen's College, ¢ say, and, later, at Dublin, 
where he graduated M.D 1Ch. at the old Royal Uni- 


versity of Ireland in 1883, ob'iining the M.A.O. three vears 
later After graduation he eld resident appointments at 
the Coombe Lying-in Hospit Dublin, and at the Ben 
Rhydding Hydropathic Establishment. and he served for a 


period as a ship surgeon before going into practice at 
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Liverpool. After an illness he was advised to go abroad, 
and chose Florence. where he stayed for three years He 
then settled in Cairo and was in practice there for torty- 
five years Over the course of years he become sentor 
physician to the Anglo-American Hospital, to Shepheard’s 
Hotel. and to the Turf Club, and took a leading part in the 
work of the Red Cross and of the St. John Ambulance 
Association, Dr. Garry was the author of a number of 
books, including African Doctor and Medicine as Practised 
by the Ancient Egyptians. When the British Medical Asso- 
ciation, of which he was a member for sixty-nine years, held 
its Annual Meeting at Dublin in 1933 he read a paper on 

Imhotep, the Reputed First Physician and Egyptian God 
of Medicine ™ before the Section of History of Medicine. 
At the time of the outbreak of the first world war he was at 
Pistany, in Hungary, where he was consulting British physi- 
cian during the summer months for many years. He was 
held in custody by the enemy for a time, but managed to 
return to Cairo and to join the R.A.M.C. He was appointed 
M.B.E. in 1920 for his services during the war as the Cairo 
representative of the St. John Ambulance Association He 
returned to England just before the second world war began 
in 1939, and lived successively at Folkestone, Roehampton, 
and, finally, at Englefield Green. Despite his great age he 
retained all his faculties to the end, Dr. Garry was twice 
married, his second wife dying four years ago. His two 
brothers, both of whom predeceased him, were also doctors, 
and altogether twelve members of the family entered the 
medical profession. 


Tommy “) Martin, of Tottington, Lancashire, 
died on November 11 at the age of 47. His family had 
practised in Lancashire since 1802. Born on February 6, 
1909, Thomas Young Martin went from Tonbridge School to 
Jesus College, Cambridge, but was unable to complete his 
medical studies because of his father’s early death. His 
ambition to continue the family tradition did not diminish 
during the following years in business, and at the age of 29 
good fortune allowed him to take medicine again at 
Manchester, where he became president of the University 
Students’ Union. He qualified L.M.S.S.A. in 1944. After 
several resident hospital appointments he entered partner- 
ship in general practice and quickly established himself as 
a sound doctor and a valued friend of all. Gifted with 
great patience, he would listen to the longest story. even at 
the end of a heavy evening surgery, His extreme politeness 
and kindness were endearing qualities. His faith in general 
practice led him naturally to foundation membership of the 
College of General Practitioners, and he was a committee 
member of the Northern Faculty. Elected in 1953 to the 
borough council, he was vice-chairman of the health com- 
mittee and was much concerned with the welfare of old 
people. His death will be a loss to the St. John Ambulance 
Brigade in Bury, to which he was corps surgeon, In June he 
was elected chairman of the Bury Division of the British 
Medical Association and took the chair at the annual dinner 
only four weeks before his death. “Tommy” Martin was 
the finest type of family doctor ; he will be missed by all, but 
mostly by his humblest patients. The greatest sympathy is 
extended to his widow and only son.—R. S. 


Dr. J. DouGtas Wetts, a well-known general practi- 
tioner of Billericay, Essex. died on November 11 at the age 
of 75. Joseph Douglas Wells was born at Chelmsford on 
September 30. 1881, a member of a large, long-lived mid- 
Essex family noted for their philanthropy. After receiving 
his early education at the Chelmsford Grammar School he 
became a pupil at George Watson's college, Edinburgh, 
going on to study medicine at Edinburgh University, where 
he graduated M.B.,. Ch.B. in 1905. He then held resident 
appointments at Edinburgh Royal Infirmary and Walsall 
and District Hospital before returning to his home county 
to settle at Billericay, where he spent the whole of his work- 
ing life, apart from his distinguished services on many fronts 
as a Territorial officer in the R.A.M.C. in the first world 
war, services which were recognized by his appointment 
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as O.B.E. in the 1919 Birthday Honours. It was as a result 
ot his war service that he became interested in the training 
of V.A.D.s, and for many years he was a keen supporter 
of the work of the Essex branch of the British Red Cross 
Society He was a member of the county committee 
of the society from 1926 té 1933; of the executive com- 
mittee trom 1925 to 1933 ; chairman of the blood transfusion 
service from 1927 to 1934; a member of the rally committee 
from 1926 to 1933; and a member of the motor ambulance 
committee from 1928 to 1933. He delivered lectures and 
examined for the society for more than 20 years, and 
organized rallies and competitions in conjunction with othe: 
voluntary bodies. In recognition of these services he was 
made an honorary life member of the society in 1933. In 
addition to his general practice he was appointed in 1908 
medical officer to the Billericay Union, a post he held until 
1946. During these years, in transition from poor-law 
institution to hospital, he fostered the development of its 
work and increased its scope. For 50 years he was medical 
officer of health to the Billericay Urban District Council, 
and in 1948 was appointed chairman of the Billericay 
Hospital Committee. A member of the British Medical 
Association for nearly 40 years, he was constant in attend- 
ance at divisional and branch meetings, holding office as 
president of the Essex Branch in 1932-3, but his most valued 
work for his fellow practitioners was done as a member of 
the Rural Practitioners’ Subcommittee from 1937 to 1954, his 
regular re-election to the subcommittee being well deserved. 
He also served on the Essex Panel (later Medical) Com- 
mittee for many years. During the second world war he 
was a medical officer in the Civil Defence Service and a 
member of the Mid-Essex Emergency Committee. His Con- 
gregational principles were expressed in his service as a mem- 
ber and, later, life deacon of the Billericay Congregational 
Church. Golf and gardening were his recreations, and he 
also found time to be a governor of the Billericay secondary 
school. Apart from his medical work he will best be 
remembered for his devotion to the interests of ex-Service 
men and their families. He worked originally with. the 
Comrades of the Great War, and then became a founder- 
member of the Billericay branch of the British Legion, of 
which he was president for 20 years. He served on the 
county committee of the Legion for 15 years and 
resigned only four years ago, at the time of his first major 
illness. In 1953 he was admitted a life member of the 
Legion for his meritorious service. A memorial service was 
held at the London Road Congregational Church, Chelms- 
ford, with which the name of Wells has been associated for 
more than 150 years, and was attended by many represen- 
tatives of the various bodies with which he had so long and 
devotedly worked.—J. T. W. 


Dr. A. G. Ho7man, who was in practice at Alysham, 
Norfolk, from 1925 to 1952, died in Plymouth on November 
13 at the age of 65. Alec George Holman was born at 
Westbury-on-Trym on January 4, 1891, and was educated at 
Clifton College and at the London Hospital, After quali- 
fying M.R.C.S., L.R.C.P. in 1914, he was house-physician 
and casualty officer at the Norfolk and Norwich Hospital 
before being commissioned as temporary surgeon lieutenant 
in the Royal Navy. During the first world war he was 
present at the Battle of Jutland, serving in H.M.S. Colling- 
wood After the war he went into practice at Shaldon, 
Teignmouth, and moved to Aylsham in 1925. Blessed with 
an apparently boundless store of energy. coupled with acute 
powers of observation and deduction, he quickly won the 
respect and confidence of his patients, and members of his 
own profession soon recognised him as a general practitioner 
of outstanding skill and ability. Dr. Holman took a very 
active part in the life of the community. He was chairman 
of the East Norfolk Division of the British Medical 
Association in 1945-6 and president of the Norfolk Branch 
in 1949-50 and he represented his Division at every Annual 
Representative Meeting from 1945 to 1952. He was also a 
Serving Brother of the Venerable Order of St. John of 
Jerusalem, a magistrate, and a parish councillor from 1928 
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to 1952, being chairman of the Aylsham parish council from 
1938 to 1952. He took leading parts in the productions of 
the Aylsham operatic society, and in 1937 he organized 
“The Masque of Anne Boleyn,” a performance of which 
was attended by the late Queen Mary in the grounds of 
Blickling Hall. In 1952 he retired to Newton Ferrers, in 
South Devon, where he became medical officer to the R.A.F 
Rehabilitation Unit at Collaton Cross. His only son, Flight 
Lieutenant C. P. (Paddy) Holman, D.F.C., who was also 
destined for a medical career, lost his life in operations 
over the Mediterranean during the second world war. Alec 
Holman last visited Aylsham in May this year to perform the 
opening ceremony of the Aylsham and District War Mem- 
orial Cottage Hospital. He had proposed at a public meeting 
in 1944 that such a hospital should be built in memory of the 
fallen in the second world war, and he had done so much of 
the work involved in procuring the funds needed for the 
project. His friends in Aylsham little thought that that was 
to be their last meeting with him, but it was some comfort 
to know that he was able to see the completion of a scheme 
so near his heart. He is remembered with pride as a tireless 
worker for the welfare of his patients and for the interests 
of the local community, and the sincere sympathy of all who 
knew him goes out to his widow and two daughters in their 
loss.—C. L. M. 


Dr. L. C. Lape died on November 25 at the age of 68. 
Leonard Cyril Lade was born in Tasmania on October 15, 
1888, and studied medicine at Melbourne University, where 
he graduated M.B., B.S. in 1913. He served in France in 
the first world war as a major in the Australian Army 
Medical Corps attached to the 13th Light Horse. After the 
war he settled in England, not to practise medicine but to go 
on the stage. He appeared in a number of London produc- 
tions and acted in several films before reverting to medicine 
in 1921. In that year he entered general practice in Lambeth, 
where he became well known. During the second world war 
he served in the R.A.M.C. as a lieutenant-colonel, being for 
a time in command of the 132nd Field Ambulance. For his 
distinguished work at the time of the evacuation through 
Dunkirk his name was officially brought to notice. Later 
he was in command of military convalescent depots in this 
country. After the war, in addition to his general practice, 
he became acting chief medical examiner to the Australian 
Immigration Department and medical officer to the Amateur 
Boxing Association. He is survived by his widow and one 
son, 

E. T.C. M. and I. J. write: The news of the recent death 
of Dr. “ Pete” Lade at St. Thomas’s Hospital will be re- 
ceived by his many friends and patients with the deepest 
regret. He graduated at Melbourne University in 1913 after 
leaving his pastoral surroundings in Tasmania, where he 
succeeded in breaking many school athletic records. Among 
his many attributes he was a magnificent horseman and was 
a very striking figure in the Australian Imperial Forces, in 
which he served with distinction throughout the first world 
war. On demobilization he came to England and became 
an actor, working under Oscar Asche and C. B. Cochran, but 
this life did not last long, as his opposite numbers were over- 
awed by his powerful physique and histrionic appearance 
During this period he appeared with the famous Bombardier 
Wells in a film about pugilism in early Victorian days. 
Although reluctant, he was persuaded to join a practice in 
Lambeth, where he remained in active work until a few days 
before his death. In this work he soon proved his worth 
as a first-class doctor. He treated all with great generosity 
of heart and mind and soon built up a large practice. He 
had a flair for diagnosis and for getting emergency cases 
immediately to hospital ; many will remember how he would 
appear in “Casualty” at St. Thomas’s with a child with 
broken limbs in his arms or a frail woman, swathed in 
blankets, in need of urgent admission to a gynaecological 
ward. No trouble was too much for him. His greatest 
interest in medicine was the physical fitness of his patients 
—young and old—and he spared neither time nor trouble 
in helping them back to health, even taking them to the local 
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as O.B.E. in the 1919 Birthday Honours. It was as a result 
of his war service that he became interested in the training 
of V.A.D.s, and for many years he was a keen supporter 
of the work of the Essex branch of the British Red Cross 
Society. He was a member of the county committee 
of the society from 1926 to 1933; of the executive com- 
mittee from 1925 to 1933 ; chairman of the blood transfusion 
service from 1927 to 1934; a member of the rally committee 
from 1926 to 1933: and a member of the motor ambulance 
committee from 1928 to 1933. He delivered lectures and 
examined for the society for more than 20 years, and 
organized rallies and competitions in conjunction with other 
voluntary bodies. In recognition of these services he was 
made an honorary life member of the society in 1933. In 
addition to his general practice he was appojnted in 1908 
medical officer to the Billericay Union, a post he held until 
1946. During these years, in transition from poor-law 
institution to hospital, he fostered the development of its 
work and increased its scope. For 50 years he was medical 
officer of health to the Billericay Urban District Council, 
and in 1948 was appointed chairman of the Billericay 
Hospital Committee. A member of the British Medical 
Association for nearly 40 years, he was constant in attend- 
ance at divisional and branch meetings, holding office as 
president of the Essex Branch in 1932-3, but his most valued 
work for his fellow practitioners was done as a member of 
the Rural Practitioners’ Subcommittee from 1937 to 1954, his 
regular re-election to the subcommittee being well deserved. 
He also served on the Essex Panel (later Medical) Com- 
mittee for many years. During the second world war he 
was a medical officer in the Civil Defence Service and a 
member of the Mid-Essex Emergency Committee. His Con- 
gregational principles were expressed in his service as a mem- 
ber and, later, life deacon of the Billericay Congregational 
Church. Golf and gardening were his recreations, and he 
also found time to be a governor of the Billericay secondary 
school. Apart from his medical work he will best be 
remembered for his devotion to the interests of ex-Service 
men and their families. He worked originally with. the 
Comrades of the Great War, and then became a founder- 
member of the Billericay branch of the British Legion, of 
which he was president for 20 years. He served on the 
county committee of the Legion for 15 years and 
resigned only four years ago, at the time of his first major 
illness. In 1953 he was admitted a life member of the 
Legion for his meritorious service. A memorial service was 
held at the London Road Congregational Church, Chelms- 
ford, with which the name of Wells has been associated for 
more than 150 vears, and was attended by many represen- 
tatives of the various bodies with which he had so long and 
devotedly worked.—J. T. W. 


Dr. A. G. HOLMAN, who was in practice at Alysham, 
Norfolk, from 1925 to 1952, died in Plymouth on November 
13 at the age of 65. Alec George Holman was born at 
Westbury-on-Trym on January 4, 1891, and was educated at 
Clifton College and at the London Hospital, After quali- 
fying M.R.C.S., L.R.C.P. in 1914, he was house-physician 
and casualty officer at the Norfolk and Norwich Hospital 
before being commissioned as temporary surgeon lieutenant 
in the Royal Navy. During the first world war he was 
present at the Battle of Jutland, serving in H.M.S. Colling- 
wood. After the war he went into practice at Shaldon, 
Teignmouth, and moved to Aylsham in 1925. Blessed with 
an apparently boundless store of energy, coupled with acute 
powers of observation and deduction, he quickly won the 
respect and confidence of his patients, and members of his 
own profession soon recognised him as a general practitioner 
of outstanding skill and ability. Dr. Holman took a very 
active part in the life of the community. He was chairman 
of the East Norfolk Division of the British Medical 
Association in 1945-6 and president of the Norfolk Branch 
in 1949-50 and he represented his Division at every Annual 
Representative Meeting from 1945 to 1952. He was also a 
Serving Brother of the Venerable Order of St. John of 
Jerusalem, a magistrate, and a parish councillor from 1928 
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to 1952, being chairman of the Aylsham parish council from 
1938 to 1952. He took leading parts in the productions of 
the Aylsham operatic society, and in 1937 he organized 
“The Masque of Anne Boleyn,” a performance of which 
was attended by the late Queen Mary in the grounds of 
Blickling Hall. In 1952 he retired to Newton Ferrers, in 
South Devon, where he became medical officer to the R.A.F. 
Rehabilitation Unit at Collaton Cross, His only son, Flight 
Lieutenant C. P. (Paddy) Holman, D.F.C., who was also 
destined for a medical career, lost his life in operations 
over the Mediterranean during the second world war. Alec 
Holman last visited Aylsham in May this year to perform the 
opening ceremony of the Aylsham and District War Mem- 
orial Cottage Hospital. He had proposed at a public meeting 
in 1944 that such a hospital should be built in memory of the 
fallen in the second world war, and he had done so much of 
the work involved in procuring the funds needed for the 
project. His friends in Aylsham little thought that that was 
to be their last meeting with him, but it was some comfort 
to know that he was able to see the completion of a scheme 
so near his heart. He is remembered with pride as a tireless 
worker for the welfare of his patients and for the interests 
of the local community, and the sincere sympathy of all who 
knew him goes out to his widow and two daughters in their 
loss.—C. L. M. 


Dr. L. C. Lape died on November 25 at the age of 68. 
Leonard Cyril Lade was born in Tasmania on October 15, 
1888, and studied medicine at Melbourne University, where 
he graduated M.B., B.S. in 1913. He served in France in 
the first world war as a major in the Australian Army 
Medical Corps attached to the 13th Light Horse. After the 
war he settled in England, not to practise medicine but to go 
on the stage. He appeared in a number of London produc- 
tions and acted in several films before reverting to medicine 
in 1921. In that year he entered general practice in Lambeth, 
where he became well known. During the second world war 
he served in the R.A.M.C. as a lieutenant-colonel, being for 
a time in command of the 132nd Field Ambulance. For his 
distinguished work at the time of the evacuation through 
Dunkirk his name was officially brought to notice. Later 
he was in command of military convalescent depots in this 
country. After the war, in addition to his general practice, 
he became acting chief medical examiner to the Australian 
Immigration Department and medical officer to the Amateur 
Boxing Association. He is survived by his widow and one 
son. 

F.T.C. M. and I. J. write: The news of the recent death 
of Dr. “ Pete Lade at St. Thomas’s Hospital will be re- 
ceived by his many friends and patients with the deepest 
regret. He graduated at Melbourne University in 1913 after 
leaving his pastoral surroundings in Tasmania, where he 
succeeded in breaking many school athletic records. Among 
his many attributes he was a magnificent horseman and was 
a very striking figure in the Australian Imperial Forces, in 
which he served with distinction throughout the first world 
war. On demobilization he came to England and became 
an actor, working under Oscar Asche and C. B. Cochran, but 
this life did not last long, as his opposite numbers were over- 
awed by his powerful physique and histrionic appearance. 
During this period he appeared with the famous Bombardier 
Wells in a film about pugilism in early Victorian days. 
Although reluctant, he was persuaded to join a practice in 
Lambeth, where he remained in active work until a few days 
before his death. In this work he soon proved his worth 
as a first-class doctor. He treated all with great generosity 
of heart and mind and soon built up a large practice. He 
had a flair for diagnosis and for getting emergency cases 
immediately to hospital ; many will remember how he would 
appear in “Casualty” at St. Thomas's with a child with 
broken limbs in his arms or a frail woman, swathed in 
blankets, in need of urgent admission to a gynaecological 
ward. No trouble was too much for him. His greatest 
interest in medicine was the physical fitness of his patients 
—young and old—and he spared neither time nor trouble 
in helping them back to health, even taking them to the local 
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parks to demonstrate his methods On his return from 
Dunkirk in 1940 as a Territorial senior officer he was posted 
to a rehabilitation centre in Northern Command: the many 
officers and men who passed through this centre will remem- 
ber the long “ sweats " on the Yorkshire moors with him in 
the lead A first-class cricketer, he acted as medical adviser 
to the Australian test teams on their visits to England. In 
his younger days he was a familiar figure at the nets at the 
Oval. Perhaps his greatest kindness was shown to London 
medical students who were short of cash. They always 
knew that they would be welcomed at his attractive house 
for “ bed, breakfast, and dinner” until they were “ off the 
rocks.” A fine musician and composer, he often sang to his 
own accompaniment many topical songs at local entertain- 
ments. He was indeed a true Lambethian and his death will 
leave very many sad hearts. 


The obituary of Dr. L. M. V. MrrcHect was printed in 
the Journal of October 13 (p. 887). 

W. J. B. writes: After his return from service throughout 
the first world war—in Gallipoli, Egypt, and Palestine— 
“Lal” Mitchell proceeded to Aberdeen, where he took the 
D.P.H., with honours, in 1920. He then became the first 
bacteriologist to the Royal Northern Infirmary, Inverness. 
Those of us who had known him since those days can 
remember the cheery welcome which he gave to all who 
visited him in the tiny building behind the infirmary, where 
he did such fine work. Very shortly afterwards he became 
honorary physician to the same infirmary, an institution 
which he loved and served to the end and which owes such 
a lot to him. At the time of his death he was still chairman 
of the medical staff, a position which he had occupied for 
many years. His outstanding capabilities in such a post 
had long been recognized by his colleagues. The Forbes 
Dispensary, of which his father was once the resident dis- 
penser, was another institution which he deeply loved, and 
it was fortunate in having him as its medical officer for 
many years. He was a careful and capable anaesthetist, 
and in the earlier part of his career gave a great deal of 
his time to this art. A little over twenty-five years ago 
he joined in partnership with the late Dr. Kenneth Gillies, 
another well-known Highlander, and when Dr. Gillies died 
Dr. Mitchell carried on with the late Dr. T. S. Slessor 
and afterwards with the late Dr. R. W. Miller. He retired 
from the National Health Service a few years ago and 
confined his attention to private patients Dr. Mitchell 
had, too, a great experience as a medico-legal expert, and 
appeared as witness in many civil actions and in criminal 
trials, including more than one murder case. He was an 
ideal witness, precise, authoritative, absolutely detached and 
impartial, and always able to testify in a way which left no 
doubt in a lay mind about the medical matters on which 
he was questioned. A keen golfer and a very fine bridge 
player, it was a joy to be with him as partner or opponent. 
Lal’s ready wit, his fun, his vast knowledge, and his love 
of his fellow men made him an ideal companion and one 
who will be sadly missed by those who had the privilege of 
calling him friend. He is survived by Mrs. Mitchell ; his 
son, Mr. Martin Mitchell, M.A., LL.B.; and his daughter, 
Dr. Harriet Mitchell ; and to them goes the deep sympathy 
of a great host of friends 


The obituary of Professor J. B. Leatnes was printed in 
the Journal of September 29 (p. 770). 

Mr. P. G. Preston writes from Nairobi, Kenya: It was 
with great regret that recently I read of the death of Pro- 
fessor J. B. Leathes, for whom I have always had a great 
respect and admiration. As a student of his I found him 
to be a real gentleman, always kind and willing to help one 
in any way he could. I remember when I ploughed my 
physiology examinations how kind he was, encouraging me 
to continue—saying, “ The people who are referred in their 
primary medical examinations often—nay, generally—make 
the best doctors because they have received a thorough 
training in the basic principles of medicine.” It was truly 
amazing how he knew all the students under his care by 
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name—both Christian and surname—what they were doing, 
how they spent their time during both their work and their 
leisure ; whatever they did seemed not to matter to him so 
long as he could get them through their training success- 
fully. He was a great man and a really successful pro- 
fessor of physiology and dean of the faculty of medicine 
at the University of Sheffield, where he endeared himself 
to his students, staff, and colleagues because of his wonder- 
ful gift of being abie to put himself in the student’s place 
and of guiding him like an elder brother. 


Lady Whitby and family desire to express their warmest 
thanks to the many friends and colleagues of the late Sir 
Lionel Whitby who so kindly sent messages of sympathy 
and condolence in the loss they have sustained. 


Medical Notes in Parliament 


Poliomyelitis Vaccine 


Mr. S. P. Viant (Willesden, West, Lab.) asked the Minister 
of Health on December 7 how many firms were manufac- 
turing antipoliomyelitis vaccine on the Salk plan; what 
stocks these firms had ready for distribution; and what 
difficulties had been encountered in regard to output. 

Mr. R. H. Turton stated that two firms were manu- 
facturing Salk-type poliomyelitis vaccine in this country. 
No stocks were held, as all acceptable vaccine was distri- 
buted immediately it was ready. Output of vaccine had 
been limited by the availability of buildings, equipment, 
and staff to carry out the precise and complicated produc- 
tion processes and by the need to satisfy the stringent safety 
tests. 

Smallpox Regulations 


Mr. Viant asked the Minister of Health if, in view of the 
annoyance, discomfort, and injury to health caused to many 
people in this country by the operation of Clause 83 of the 
International Sanitary Regulations, and of the facts that 
large areas of the world were regarded as free from small- 
pox infection, and that the few cases of smallpox found in 
ships or aeroplanes had concerned recently vaccinated per- 
sons, he would instruct the representatives of Great Britain 
at the World Health Organization to urge the withdrawal 
of the requirement that a vaccination certificate be produced 
as a condition of entry into certain countries. Mr. TURTON 
replied “No.” The measures prescribed by Article 83 of 
the International Sanitary Regulations were permissive only. 
It was for each country to decide to what extent they should 
be applied. 

Higher Tax Proposed on Tobacco 

Mr. SoMERVILLE Hastincs (Barking, Lab.) asked the 
Chancellor of the Exchequer on December 4 whether, in 
view of the mounting evidence of the close association 
between cigarette smoking and cancer of the lung, he would 
consider the desirability of discouraging this practice by 
increasing the tax on cigarettes and cigarette tobacco and 
reducing that on pipe tobacco, cigars, and cheroots. Mr. 
Henry Brooke, Financial Secretary to the Treasury, pointed 
out that this was a tax matter, and he could net anticipate 
the Budget statement. But he could assure Mr. Hastings 
that the Government were keeping all aspects of this ques- 
tion under consideration. 


Deputy Medical Officers of Health 


The Public Health Officers (Deputies) Bill, introduced by 
Mr. J. K. VAUGHAN-Moraan (Reigate, Con.), was given an 
unopposed second reading on December 7. Its purpose is 
to remove the necessity of the Minister of Health having to 
give consent to the appointment of deputy medical officers 
of health and deputy public health inspectors. It corrects 
an anomaly that was left after the Minister’s assent to the 
appointment of principal officers was abolished by regula- 
tions. 
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Information Service 


on New Drugs 


The need for standardized record cards giving the essential facts about modern 
therapeutic agents has recently been emphasized by correspondents in the “ British 
Medical Journal.” This need is met by the service which has been provided since 1949 by 


The Index of New Products 


issued by “The Pharmaceutical Journal” 
(the official organ of The Pharmaceutical 
Society of Great Britain) 


Subscribers receive cards giving concise, indepen- For quick reference, a cumulative booklet, issued 
dent information, ready for filing alphabetically, yearly, classifies products under their therapeutic 
on all new preparations that can be prescribed or diagnostic applications, and lists analogous 
in the National Health Service. The details are preparations under their non-proprietary names. 


tabulated under such headings as : 


Subseribers for 1957 should apply at once. The 


Composition 
Pharmacological Action annual fee of two guineas covers all cards issued 
Deiiadiicns during that year, together with a filing drawer 


(inland subscribers only) and the cross-reference 


Dosage 

References to the Literature 
Packing and Price 

Suppliers Enquiries should be addressed to 


booklet. Cards previously issued can be supplied 


for a further two guineas. 


THE PHARMACEUTICAL PRESS 


(DEPT. N.P.) 
17, Bloomsbury Square, London, W.C.1 


Publishers of the British Pharmaceutical Codex and The Extra Pharmacope@ia 
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(Pfizer 
The deep-spectrum antibiotic 


(Pfizer) 


mamycin 


CLEANDOMYCIN TETRACYCLINE 


sig 


PFIZER ANNOUNCE THE IMPENDING 
INTRODUCTION OF SIGMAMYCIN 


Sigmamycin is a synergistic combination of tetracycline and 


. oleandomycin. It has been subjected to rigid tests and trials and 
2 the evidence suggests that Sigmamycin possesses distinct thera- 


peutic advantages in the matters of effectiveness, tolerance, and in 
the prevention of the emergence of resistant strains. Full information 


on Sigmamycin will shortly be issued. 


Pfizer) WORLD'S LARGEST PRODUCER OF ANTIBIOTICS 


Pfizer Ltd - Folkestone - Kent 


* Trade Mark of Chas. Pfizer & Co., Ine. 
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INFECTIOUS DISEASES AND VITAL STATISTICS ° —_—" 
Summary for British Isles for week ending November 24 Vital Statistics 
(No. 47) and corresponding week 1955, 
Figures of case are for the countries shown and London administrative 
county Figures of death, and births are tor the 160 great towns in 
England and Wales (London included), London administrative county, the Graphs of Infectious Diseases 
17 principal tow 1 Scotland, the 10 principal towns . . 
pal tow in Northern Ircland, 
and the 14 principal towns in Eire The graphs below show the uncorrected numbers of cases 
\ blank spa denotes discase no ot le o ( iff 
The table based om information available. of certain diseases notified weekly in England and Wales 
a a Wales, Scotland, N. Ireland, and Eire, the Ministry of Health Highest and lowest figures reported in each week during the 
un al Government N. Ireiand, and the Department of Health of Eire nine years 1947-55 are shown thus ------ , the figures for 
nas are 1956 thus —-——. Except for the curves showing notifica- 
SASES | 9 9 ‘ 
tions in 1956, the graphs were prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
pias = Hygiene and Tropical Medicine. 
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WUMBER OF CASES 


WEEKS 


Infectious Diseases 

In England and Wales during the week ending November 
24 the largest rises in the notifications of infectious diseases 
were 562 for measles, from 3,492 to 4,054, and 119 for 
scarlet fever, from 696 to 815, and the only large fall was 62 
for whooping-cough, from 2,089 to 2,027 

The largest rises in the incidence of measles were 202 in 
Lancashire, from 977 to 1,179, 94 in London, from 220 to 
314, 66 in Kent, from 118 to 184, and the largest fall was 50 
in Cheshire, from 183 to 133. The largest fluctuations in the 
returns for whooping-cough were decreases of 56 in Lanca- 
shire, from 271 to 215, 45 in Durham, from 153 to 108, and 
an increase of 33 in Kent, from 83 to 116. A small rise in 
the number of notifications of scarlet fever was recorded 
throughout the country; the largest rise was 32 in York- 
shire West Riding, from 62 to 94. Only 2 cases of diphtheria 
were notified, 5 fewer than in the preceding week, and both 
cases were recorded in Birmingham C.B. 

75 cases of acute poliomyelitis were notified, and these 
were 10 fewer for both paralytic and non-paralytic cases 
than in the preceding week. The largest returns were 
London 19 (Battersea 4, Kensington 3, Fulham 2, Lewisham 
2, Shoreditch 2, Wandsworth 2), Lancashire 12 (Manchester 
C.B. 4, Bootle C.B. 2, Liverpool C.B. 2), Middlesex 6 (Ealing 
M.B. 2), Sussex 5. 

The notifications of dysentery numbered 596, being 15 
more than in the preceding week. The largest centres of 
infection were Yorkshire West Riding 169 (Bradford C.B. 39, 
Leeds C.B, 33, Colne Valley U.D. 28, Sheffield C.B. 15, 
Keighley M.B. 10), Lancashire 66 (Liverpool C.B. 17), 
London 47 (Islington 21), Durham 47 (Gateshead C.B. 15, 
South Shields C.B. 15, Stanley U.D. 12), Somersetshire 33 
(Bath C.B, 32), Essex 30 (Romford M.B. 13), Glamorgan- 
shire 30 (Aberdare U.D. 27), Surrey 25 (Woking U.D. 11), 
Middlesex 20, and Lincolnshire 20 (Scunthorpe M.B. 15) 

10 cases of diphtheria were notified in Scotland, 7 more 
than in the preceding week. 6 of these cases were returned 
from Glasgow. 


Week Ending December | 
The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 806, 
whooping-cough 2,115, diphtheria 7, measles 4,514, acute 
pneumonia 421, acute poliomyelitis 72, dysentery 727, para- 


typhoid fever 1, and typhoid fever 3. 


Universities and Colleges 


UNIVERSITY OF SHEFFIELD 


Dr. A. Withnell has been appointed full-time temporary Lecturer 
in Social and Industrial Medicine and Dr. D. A. Kent full-time 
Assistant Lecturer in Biochemistry. 

Dr. D. M. D. Evans has resigned the appointment of Honorary 
Demonstrator in Bacteriology. 
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Joan Malleson Memorial Fund.—The fund being raised 
as a memorial to the late Dr. JoaN MALLESON, whose last 
medical article appears in this issue (p. 1422), now stands 
at nearly £250. Dr. Malleson was one of the pioneers 
of the Family Planning Association, and the fund is to be 
used to help establish at F.P.A. branches special sessions 
for those with difficulties arising from the marital relation- 
ship. Dr, Malleson was active in this work at the time 
of her death, and had plans to help the F.P.A. extend 
this service. The fund is still open, and those who would 
like to contribute to it should send their donations to the 
treasurer, the Hon. Mrs. BurReLt, at 64, Sloane Street, 
London, S.W.1. 

Translations of Russian Journals.—The National Institutes 
of Health of the U.S. Public Health Service are sponsoring 
an extensive programme of translating and publishing in 
English selected Russian medical and biological literature. 
Seven journals are to be translated, and the first issues of 
Biochemistry (January-February, 1956) and of the Bulletin 
of Experimental Biology and Medicine (January, 1956) are 
already available. These two journals are published by 
Consultants Bureau Inc., 227, West 17th Street, New York 
11, and they may be obtained for sterling through publishers 
in Britain. The other journals chosen for translation are 
Biophysics, Journal of Microbiology, Epidemiology, and 
Immunobiology, Questions of Oncology, Questions of Viro- 
logy, and the Sechenov Physiological Journal of the U.S.S.R. 
It is also intended to publish a Russian-English medical 
dictionary, a directory of Soviet research institutes, transla- 
tions of selected monographs and abstracts, and critical 
reviews of Soviet literature on subjects of scientific impor- 
tance. In Britain since 1949 the Department of Scientific 
and Industrial Research has published a monthly volume 
of translated contents lists of Russian periodicals, including 
those in the medical field, and arranges for the translation. 
on request, of any article whose title it includes in its 
monthly volume. Details of this scheme may be obtained 
from the Technical Information Service, D.S.1.R., Charles 
House, 5-11, Regent Street, London, S.W.1. An important 
British source of abstracts of Russian medical papers is 
Abstracts of World Medicine, the B.M.A.’s medical abstract- 
ing journal, which has provided this service since its incep- 
tion. During the last six months 4.6° of the abstracts 
printed in Abstracts of World Medicine were from Russian- 
language journals. 

Industrial Injuries Advisory Council.—Dr. D. G. Moran, 
secretary and principal administrative medical officer to the 
United Cardiff Hospitals, has been appointed to the Indus- 
trial Injuries Advisory Council by the Minister of Pensions 
and National Insurance, Mr. J. Boyp-CarPeNTER. Other 
medical men reappointed to the council are Professor R. E. 
LANE, Mr. A. Mitver, F.R.C.S., and Dr. L. G. NorMAN 
The chairman is Sir Ernest Casset, professor of commerce 
at the London School of Economics. 


European Academy of Allergy.—At the Third European 
Congress of Allergy in Florence this autumn a European 
Academy of Allergy was founded. It was the result of a 
decision of the delegates of the various European societies. 
The object of the Academy is to assist and encourage inter- 
national co-operation between European workers in the field 
of allergy, to promote and encourage research, to assist and 
organize teaching in allergy, and to assist in the organization 
of the Congress and other meetings. It had been felt for 
some time that closer European co-operation was desirable 
than that possible at the Congress meetings previously held 
every three or four years. The official centre will be at 
Utrecht, in Holland, and the official journal Acta Allergo- 
logica. The president is Professor UMBERTO SERAFINI 
(Italy), and the secretary Dr. W. J. QuaRLES VAN Urrorp 
(Holland) ; the vice-presidents are Dr. Econ Bruun (Den- 
mark), Dr. J. F. Farrerons-Co (Spain), and Dr. D. A. 
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WituiaMs (Britain). The official languages are French, 
German, and English. The main advisory committee are 
Professor Z, Eriksson-Lihr (Finland), Dr. B. Halpern 
(France), Professor K, Hansen (Germany), Professor C. 
Jimenez-Diaz (Spain), Professor A. Lunedei (Italy), Professor 
Pasteur Vallery-Radot (France), and Professor V. Spoujitch 
(Yugoslavia). The next European Congress will be held in 
England in 1959. 


B.M.A. Scientific Exhibition. The closing date for appli- 
cations to exhibit at the B.M.A. Scientific Exhibition at the 
Annual Meeting at Newcastle-upon-Tyne next July is 
December 31. Application forms are obtainable from the 
Secretary of the Association. 


Gallantry in Cyprus.—Liecutenant S. G. Sutton, R.A.M.C., 
has been awarded the M.B.E. (Military) for his gallantry 
during the disastrous forest fire in the Paphos area of Cyprus 
last June. In the citation it is stated: “ Having been burned 
himself and lost all his medical equipment in his first con- 
tact with the fire, for five hours he moved about in the 
burning area succouring the wounded. He did his duty 
with complete disregard for his own safety and burns. His 
brave conduct and devotion to his duty were beyond praise.” 


British Association of Forensic Medicine.—At the annual 
general meeting of the British Association of Forensic 
Medicine held at the London Hospital on November 24, 
under the chairmanship of Professor JoHN GLAIsTER, the 
following officers were elected : President-elect, Dr. FRANCIS 
Camps; secretary, Dr. DoNaLD TEARE; treasurer, Dr. 
GILBERT ForBes. 

Christine Murrell Memorial Fellowship—The Medical 
Women's Federation invites applications from women 
medical practitioners in the British Commonwealth whose 
names are included in the Medical Register for this fellow- 
ship, valued at £150 per annum. The award is for the costs 
of research, including secretarial expenses or equipment. 
Awards will be for one year in the first instance, and re- 
newable for one or two further years. The last date for 
applications is April 30, 1957. Details from the secretary, 
Medical Women’s Federation, Tavistock House North, Tavi- 
stock Square, London, W.C.1. 

Nichols Fellowship.—The council of the Royal Society of 
Medicine invites applications for a grant of £225 per annum 
in aid of research in obstetrics and gynaecology. The 
fellowship will be awarded for one year in the first instance, 
but mav be extended for a second year. Further details 
from the Secretary, Royal Society of Medicine, 1, Wimpole 
Street, London, W.1. The closing date for applications is 
May 13, 1957. 

Harveian Society of London.—The Buckston Browne 
Prize for 1956 has been awarded to Dr. I. McD. G. STEWART 
for his essay on “Hypertension.” Dr. G. S. C. Sowry 
and Dr. E. G. McQueen (New Zealand) were named 
proxime accessit. 

Leeds University—Dr. C. K. ANDERSON has been 
appointed lecturer in urological pathology. 

Professor C. Fraser Brockington, professor of social and 
preventive medicine at Manchester University, left London 
by air for Thailand on December 6, where he will lecture 
on public health under the auspices of the British Council. 
He will later visit Indonesia, Hong Kong, Japan, and Burma, 
returning to Britain on February 20. 


COMING EVENTS 

Institute of Dermatology.—Semi-permanent exhibitions on 
“ Histology of Normal Skin,” January 3-28, 1957. 

Fourth International Congress of Nutrition.— Paris, July 
26-August 1, 1957. Registration before April 1, 1957. 
Details from the congress secretariat, 71, Boulevard 
Péreire, Paris 17, France. 

British Society for Research on Ageing.—An international 
conference will be held at the Royal Society of Medicine, 
London, W.1, August 7-9, 1957. The subject will be “ The 
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Biology of the Hair Follicle and the Growth of Hair.” 
Details from Dr. G. H. Bourne, London Hospital Medical 
College, London, E.1. Tickets (free) must be obtained 
before April 30, 1957. 


Association of Surgeons of Great Britain and Ireland.— 
Annual meeting in Newcastle-upon-Tyne, April 25-27, 1957. 
Details from the hon. secretary of the association, 45, 
Lincoln’s Inn Fields, London, W.C.2. 


NEW ISSUES 
British Journal of Industrial Medicine.—The new issue (Vol. 13, 
No. 4) is now available. The contents include : 


THe Prevacence or Coacworkers’ PNeUMOCONIOSIS. ITs MEASUREMENT 
AND Stoniricance. A, L, Cochrane, I. Davies, P. J. Chapman, and 
S. Rac. 

PNEUMOCONIOSIS OF KaoOLIN Workers. L. W. Hale, J. Gough, E. J. King, 
and G. Nagelschmidt 

CARCINOMA OF THE LUNG IN WORKMEN IN THE CHROMATES-PRODUCING 
INDUSTRY IN Great Britain. P. Lesley Bidstrup and R. A Case. 

CANCER IN COKING Plant Workers. D. D. Reid and Carol Buck. 

THe Diacnosis or Biapper Tumours Amonost Dyesturr 
Workers. J. G. S. Crabbe, W. S. Cresdec, T. S. Scott, and M. H. C 
Williams 

Tae Counr anp Exposure To Raptation Hazarps. Frances 

Tur‘er. 
Dermatitis Coat-miners. Arthur Rook and Geoffrey Hodgson. 
MISCELLANEA 
OccuPaTIONAL Mortatity: Coronary Heart Disease in 1950 WITH SOME 
Retatep Osservations. J. N. Morris 
Exposure TO TRICHLORO-ETHYLENE DURING aN INDUSTRIAL DEGREASING 
Operation. D. E. Hickish, J. H. Smith, and Joan Bedford 
THe Occupational Hyoiene Society: First Provincia MEETING 
THe Prositem In Coat-mines, C. G. Warner 
CHLORINE: ITs Propucts anp Uses. H. Pirie. 
Tue Technique OF ParTiCLe MEASUREMENT IN INDUSTRIAL HYGIENE. 
G. L. Fairs, 
ConTrot OF THE FLUORINE Hazarp. J. D. Paterson 
Book REviews. 
INDEX. 


Issued quarterly ; annual subscription £2 2s. ; single copy 
12s. 6d. ; obtainable from the Publishing Manager, B.M.A. 
House, Tavistock Square, London, W.C.1. 


Archives of Disease in Childhood.—The new issue (Vol. 31, 
No. 159) is now available. The contents include: 


A Case oF CONGENITAL CirkHOsis oF THe Liver witH Renat TUBULAR 
Derects Akin TO THOSE IN THE FaNncont SYNDROME. Margaret D. 


Baber. 

Escuericuta Cott GasTRO-ENTERITIS. Scott Thomson, A, G. Watkins, and 
O. P. Gray. 

Osteocenesis Imperrecta. J. G. A. Davel, T. Fichardt, and D. Van 
Der Spuy. 


A Case or Gonapat DysGenests on THe ULiricu-TuRNeR SYNDROME WITH 
ANDROGENIC MANIFESTATIONS. W. G. Wade, R. J. Young, and 
R. D. G. Creery. 
Cystic Disease OF THE LUNG IN THE NeWwnorN TREATED BY PNEUMON- 
ectomy. N. S. Clark, R. C. Nairn, and F. J. Sambrook Gowar. 
Tue SCHONLEIN-HENOCH SYNDROME WITH ParTICULAR REFERENCE TO RENAL 
Sequetae. R. J. Derham and M. M. Rogerson. 

NeUROLOGICAL COMPLICATIONS IN THE SCHONLEIN-HeNOCH SYNDROME. 
Ian C. Lewis and M. G. Philpott. 

Auerpern Growth Srupy: I. J. M. Tanner, M. J. R. Healy, R. D. 
Lockhart, J. D. MacKenzie, and R. H. Whitehouse 

Infant Growth. John Thomson. 

PREMATURITY IN EpinsuRGH. Cecil M. Drillien and Freda Richmond. 

AN ANTHROPOMETRIC STUDY OF PremMaTUuReELY Born CHILDREN aT THE AGE 
or 5 Years. A. L. Speirs. 

AGLOSSIA CONGENITA G. E. Fulford. Finpinas. 
C. M. Ardran and F. H. Kemp 

THE or Cerrprat Patsy In Infancy. Karel Bobath and Berta 
obath 

THe SIGNIFICANCE OF THE So-cALLED “ Hips IN CHILDREN. 
Dennis E. Caravias. 

SCLEREMA NeonatoruM: Recovery Cortisone. lan G. Wickes, 

DUPLICATION OF THE StTomMacH. W. H. Galloway, Anne M. Sutherland, 
and A. Wynn Williams. 

Reviews. 


Issued six times a year; annual subscription £3 3s.; single copy 
12s. 6d. ; obtainable from the Publishing Manager, B.M.A. 
House, Tavistock Square, London, W.C.1. 


British Journal of Ophthalmology.—The new issue (Vol. 40, 
No. 10) is now available. The contents include : 


TREATMENT OF Uverris with PyrimeTHamine (Daraprim). E. S. Perkins, 
H. Smith, P. B. Schofield, and others. 

ASSESSMENT OF IRIS Neoptasms. Frank W. Law and Peter Hansell. 

RADIOTHERAPY IN THE TREATMENT OF Orsitat TUMOURS. M. Lederman. 

Tue STANDARD FoR Spectacte Lenses. Nigel Cridland, 

MPFASUREMENT OF LENS Powers AND DesiGn or Triat Case Lenses. 

Ocutar SympTomMs In GLANDULAR Fever. I. M. Librach. 

Forty-seven Consecutive Cases or Intra-Ocutar Foreign Bopy. Philip 

R. Stevens 

Amaiyopta. G. V. Catford. 

Tue R.A.F. Near-potrnr Rute. J. C. Neely. 

CORRESPONDENCE. 

Book Reviews, NoTEs. 


Issued monthly ; annual subscription £4 4s. ; single copy 
8s. 6d. ; obtainable from the Publishing Manager, B.M.A. House, 
Tavistock Square, London, W.C.1. 
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British Journal of Preventive and Social Medicine. Ihe new 


(Vol. 10. N 3) is now available The contents include 
aND Factor «Infant Morratiry VI. MoTHERs 
wHo wave Bases Hosprrats anp Nurgsino Homes J. A 
Heady and J. N. Morris 
Proanostic anp Soctat Srupy Arthur Harris, Inge 
Linker, Vera Norris, and Michac! Shepherd 


PULMONARY TUBERC sts IN Now EXAMINATION OF THE 
Sraristicat Data Por 1945-54 A Cheeseman 

PSYCHIATR THose to D. L. Davies 

reom 3 Years John Thomson 

Preourency ov Es 1A IN NORTHERN IRELAND C. Stevenson and O. D 
Fish 


mOANIZATION OF Hosprrat, Worxsnor por Curonic Psycnoric Patients 
G. M. Carstairs, N. O'Connor, and K. Rawnsicy 
Tur Use ov « Generat Practitioner's Time D. L. Crombie and K. W 


£2 2s.: single copy 


Issued quarterly; annual subscription 
12s. 6d.: obtainable from the Publishing Manager, B.M.A. House, 


lavistock Square, London, W.C.1 


Journal of Clinical Pathology.—The new issue (Vol, 9, No. 4) 
now availabk The contents include 


PRoOximMaL TUBULAR Necrosis IN THE KIDNEYS OF 


Distrat 
Buenro Parients. S. Sevitt 

Foreton Booy Reaction To Intatation OF Sour: Giant Crt 
PNEUMONIA Mary A. Head 

Partutary Tumours or tHe Crorom Prexus A. T. Sandison 

Tue Parnotogy CHEMISTR «a Case OF GaARGOYLISM 


Bishton, R. M. Norman, and A. Tinecy 
Dee ro SupRaReNAL INFARCTION ASSOCIATED 
with Systemic Nooutarg PAaNNICULITIS AND ENDARTERITIS M.S. R 
Hutt and J. L. Pinninger 
Report oF a Case with Congentrat Ansence or THe Spteen anp Larvo- 
CARDIA J. Nihoyannopoulos, L. Zannos, C. Oeconomou-Mavrou, and 
E. Statherou 
Case Ov Lirotposts Fottowtne Ru Factor INCOMPATIBILITY L. Crome 
ALKALING PwospHaTase AcTIVITY OF THE SERUM IN Ruth 


or THe BLOOD ACID AND ALKALINE PHospHatase Values 


is Cancer oF THe Prostate Stanicy Wray 

ConsoutaTion Derects Liver Disease D. C. Cowling 

Grucocoaricom Excretion Audrey Moxham and J. D. N 
Nabarr 

Asprct Hypornysectomy D. N. Baron 


\ Precimtnary COMMUNICATION ON THE DEGENERATION OF THROMBIN IN 
Seeum of Conrrots anp of Partents Berore anp AFTER 
SURGERY Cc. G. Berry 

AN Evatuarion oF Two Compostre Mepta Por TDENTIFICATION 
or Satmonetsa. R. R. Gillies 

THe Occuraence OF CANDIDA ALBICANS IN SPUTUM IN Denmark. P. Helms 

Tue oF FROM THE FLOORS oF COMMUNAL 
PiLaces I. C. Gentiles 

Metrons 

A Ovurck or Toentripying Satmonettsa H ANTIGENS 
Spicer 
Ter Estimation of Teur Lipase ty Smact Inrestinat Conrents. H. G 
Sammons. A. C. Frazer. and Marearet Thompson 
Tur Use or Bovine ALBUMIN IN THe PReparaTION OF Marrow 
Fums. M. C. Berenbaum 
ASSOCIATION OF CLINICAL S7rm Genrrat 
Inpex TO Votume 9 
Issued quarterly; annual subscription £2 2s.; single copy 
12s. 6d: obtainable from the Publishing Manager, B.M.A 


House, Tavistock Square, London, W.C.1 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures marked @ 
Application should be made first to the institution concerned 


Monday, December 17 

@Hounterian Society At Talbot Restaurant, E.C., 7 for 7.30 p.m., dinner 
meeting. 8.30 p.m.. Discussion to be opened by Professor W. W. Mushin 
and Mr. H. C. Edwards: Advances in Anacsthesia—Real or Apparent ” 


Tuesday, December 18 

Instirure oF p.m.. Dr. A. Tickner: Fats and the 
Skin 

Sourm-west Lonpow Mepicat Socery At Bolingbroke Hospital, Wands- 
worth Common, S.W., 8.30 p.m.. Mr. J. C. Ainsworth-Davis: Investiga- 
tion and Treatment of Some Urological Diseases 

West Eno Hosprrat ror N&uROLOGY AND NFUROSUROFRY 5.) p.m., Mr 
L. C. Oliver: Surgical Aspects of Intracranial Aneurysm 


Wednesday, December 19 

Rieminonam Mepicat Instirure: Secrion or Psycwtarey 8 Dr 
P Jeavons and Dr. P. B. Bradiey, Ph.D.: Scope and Limitations of 
Electroencephalography 

INstTITUTE OF DERMATOLOGY 5.30 p.m., Dr. A. D. Porter: Light Sensitivity 

Mipotesex County Meptcat Soctery 3.15 p.m.. visit to the Middlesex 
County Council Rehabilitation and Sheltered Workshops for Tuberculous 
Men (The Lido, Lordship Lance, Tottenham, 


Thursday, December 20 

Cuntcat Crus.—At Roval College of Physicians of Edinburgh 
8 pm... Dr. J. J. R. Duthie: Medicine in the Soviet Union 

Hut Exp Hosprran Mepicat Sociery, St. Albans —9 p.m., soirée and 


medical film 
Lonpon Jewrsn Hosprrat Mepicat Soctrry p.m., clinical meeting 


Friday, December 21 

@instirure oF Dr. B. Russell: clinical demon- 
stration 

Rovat. Society oF Giascow At Royal Faculty of 
Physicians and Surecons of Glasgow, 8.10 p.m., Professor G. Pontecorvo 
Alpine Plants 


Th... 
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MEDICAL NEWS 


APPOINTMENTS 


Kerra. Micuser J.. M.B., Psychiatrist-Director, Norfolk Menta! 
Hygiene Center, Norfolk, Virginia, U.S.A 

Rearonat Hosprrat Boarp—D. B. Mossman, M.D., Consult 
ant Pathologist to Warrington Group of Hospitals; P. P. Rickham, M.S 
FRCS... DC.H.. Consultant Paediatric Surgeon at Alder Hey Children’s 
al and Royal Liverpool Children’s Hospital ; T. J. L’Estrange, M.B 
B.Ch.. D.A., Whole-time Locum Anaesthetist with duties in North Liver 
East Liverpool, and Liverpoo! Region Children’s Hospital Management 
Committee Groups; A. Ansell, M.D., D.M.R.D., Assistant Radiologist 
to South Liverpool Group of Hospitals; K. S. E. Macrac, M.B., Ch.B 
FRCS D.Obst R.C.0.G.. Casualty Officer to Warrington Group ot 
Hospitals: D. G. Miller, M.B., B.Chir., Whole-time Assistant Pathologist 
(S.H.M.O.). Warrington Group of Hospitals and Winwick Hospital; G 
Frkovich, M.D., C.M., General Surgery Registrar at Warrington Infirmary ; 
J. D. Shone, MB., B.S., Paediatrics Registrar at Clatterbridge Hospital ; 
Ss. W Kemp. M.R.CS., L.R.C.P., D.A., Prim.F.F.A.R.C.S., Anaes- 
thetics Registrar at Broadgreen Hospital: O. Edwards, M.B.. Ch.B., Resi- 
dent Medical Registrar-at Walton Hospital ; H. Holden, M.R.C.S., L.R.C.P 
Diseases of the Chest Registrar in the Regional Thoracic Service at Aintree 
Hospital; J. P. Murray, M.B., B.Ch.. D.M.R.D., Senior Radiologica! 
Registrar initially at Sefton Genere! Hospital; B. K. Ellenbogen, M.D 
M.R.C.P.. Part-time Consultant Physician to Hospitals in Birkenhead and 
North Wirral Areas 

Mancuester Kecionat Hosprrat Boarp—R. C. S, Pointon, M.B., 
B.Chir.. F.F_R.,. D.M.R.T., Whole-time Consultant Radiotherapist, Christic 
Hospital and Holt Radium Institute, Manchester ; E. G. Rees Jones, M.B., 
Ch.B., D.A., Maximum Part-time Assistant Anacesthetist (S.H.M.O.), West 
Manchester Group of Hospitals: W Paterson, M.B., Ch.B., F.R.C.S., Con- 
sultant Ear. Nose, and Throat Surgeon, North and Mid-Cheshire Group 
of Hospitals and Manchester Ear and Wythenshawe Hospitals mn. & 
Jennings, M.D., Dip. Path.. Whole-time Consultant Group Pathologist to 
North and Mid-Cheshire Group of Hospitals 

NortH-west Merrororrran Rearonat Hoserrar Boarp.—-R. A. B. Drury, 
D.M., Consultant Morbid Anatomist, Central Middicsex Hospital; J. G 
Fairer, F.F A. R.C.S., M.R.C.S., L.R.C.P., Consultant Anaesthetist, Mount 
Vernon Hospital: R. N. G. Atherstone, M.B., B-Chir., F.F.A. R.CS., 
Consultant Anaesthetist, Hareficld Hospital: H. T. H. Wilson, M.D.. 
MRCP... D.T.M., Consultant Dermatologist, Mount Vernon Hospital 
W. Lewis, M.B., B.S., F_F.A. R.C.S., Consultant Anaesthetist, Hareficld 
Hospital, Uxbridge Cottage Hospital, and Queen Victoria Hospital, Hanwell 
Fanny D. Wride, M.B.. B.S.. D.P.M., D.C.H., and C. F. Rycroft, M.B., 
B.S.. Consultants in Psychotherapy, Tavistock Clinic: E. W. Shepherd. 
M.B BS D.P.M., Consultant Psychiatrist, Leavesden ang Abbots 
Langley Hospitals: R. H. Welch. M.R.C.S., L.R.C.P., D.L.O., Consultant 
Ear, Nose, and Throat Surgeon, Bedford General Hospital: W. J 
Cryzewski, M.D., D.M.R.D., Consultant Radiologist, Willesden General 
Hospital ; Cecile R. Doniger, M.B., B.S., D.P.H., D.P.M., D.C_H., Child 
Psychiatrist (S.H.M.O.), Berkshire Child Guidance Service: D. C. Russell, 
M.B.. Ch.B., F.P.Hom., and Grace H. Newell, M.B.. B.S., D.T.M.&H., 
M F.Hom., Senior Hospital Medical Officers, Royal London Homocopathic 
Hospital; S. Ahmad. M.B.. B.S., D.L.O., Ophthalmologist (S.H.M.O.) 
St. Pancras School Treatment Centre; I. S. R. Bain, M.B., Ch.B., 
M.R.C.0.G., Consultant Gynaccologist, Royal London Homoeopathic Hos- 
pital; L. G. Fison, F.R.C.S., Conultant Ophthalmologist, West Middicsex 
Hospital ; D. A. Langley, F.R.C.S.. D.O.M.S., Consultant Ophthalmologist 
South Middlesex Hospital; A. L. Dick, M.B., Ch.B., D.O.M.S., Assistant 
Ophthalmologist (S.H.M.O.), Hillingdon Hospital 

Witttams Jowun Ottver, M.R.C.S.,. L.R.C.P., D.P.H., Regional Medical 
Officer, Welsh Board of Health, Cardiff 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Batt..-n October 8, 1956, at King George V Hospital. Sydney, Australia 
to Betty (formerly Spedding), M.B., B.Chir., wife of Eric H. Batt, 
M.B.. Ch.B.. of Uralla, New South Wales, a son—Christopher Stuart 

Ellis Jones.—On December 5, 1956, to Rosemary, wife of Dr. Edward 
Ellis Jones, 22, The Crescent, Shrewsbury, a son 

~—On December 2, 1956, to Harriette, wife of Dr. J. C. Hogarth 
a daughter. 
DEATHS 


Annan.—On November 14, 1956, at 202, Colinton Road, Edinburgh, John 
Laing Annan, M.D 
field.—On November 14, 1956, at 99. Seymour Place, London, W 

Arthur Bousficld,. M.D., aged 90 

Edwards.—On November 11, 1956. at Bloemfontein, South Africa, Con- 
stance Maude Edwards, M.B.. ChB. DPH 

Hotman.—On November 13, 1956, at Plymouth, Devon, Alec George 
Holman, MRCS. LR.CP 

Howile.—On November 25, 1956, Laurence James Howic, MB. ChB 
D.P.H., of 4, Marchhall Road, Edinburgh 

Jones.—On November 15. 1956, William Edmund Jones, MR.CS., 
L.R.C.P., of Graycourt, West Byfleet. Surrey 

Laval.—On November 17, 1956, Evariste Laval, M.B.. C._M., aged 82 

McCausland.—On November 14, 1956. at 30, Brynmawr Place, Maesteg. 
Gilam.. Joseph McCausland. M.B., B.Ch 

McRobbie.—On November 20, 1956, Towie House, Turriff. Aberdeenshire, 
Donald Graham McRobbie, M B., Ch.B., aged 41 

Mandel.--On November 16, 1956, at the Manor House Hospital, London. 
N.W.. Leopold Mandel, MRCP 

Marshal). On November 17, 1956, in hospital, James Hay Marshall, M.B 
Ch.B., of the Clifton Hotel, Southport 

Martia.—On November 14, 1956, at Nurses Cottage. Comric, Perthshire 
John Howie Martin, M.D., late of Glasgow. aged 88 

Meade.—-On November 23, 1956, at Fordingbridge Cottage Hospital 
Fordingbridge. Hants, Charles Graham Meade, M( L.M.S.S.A., late 
_of Portslade, Sussex, aged 81 

Neill.—On November 17, 1956, at 1, Conway Road, Hucclecote, Gloucester 
Thomas Neill, M.B., Ch.B., aged 81 

Philp.—On November 14, 1956, at Leslie House. Eventide Home. Lestie 
Fyfe, Horace Robert Andrew Philp, M.B.. Ch B 

Vost.—On November 2. 1956, at Brighton Sussex, Arthur Vost, MB. 
Ch.B., D.P.H., late of Stirling and Glasgow 

Wells.—-On November 11, 1956. at Billericay, Essex, Joseph Douglas 
Wells, O.B.E.. M.B.. Ch.B.. aged 75 

Witks.—-On November 16, 1956, at Headley Down, Hants, Elizabeth Wilks. 
M.D.. aged 95. 
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ANY QUESTIONS ? 


We publish below a selection of those questions and 
answers which seem of general interest. It is regretted 
that if is not possible to supply answers to all questions 
submitted. 


Children with Minor Refractive Errors 


Q.—Should children with minor refractive errors wear 
spectacles? Is it true that spectacles are more necessary 
if there is a difference in visual acuity between the two eyes ? 


A.—Provided a child with a minor refractive error has 
normal vision in each eye for both near and distant objects, 
and has not an associated ocular muscle imbalance or squint, 
the refractive error need not be corrected by means of 
spectacles. If, however, the vision is defective. the refrac- 
tive error should be corrected. Or if there is an obvious 
ocular muscle imbalance—for example, esophoria (which 
might become decompensated and give rise to intermittent 
or constant esotropia) associated with hypermetropia—cor- 
rection of the refractive error is usually desirable. 

If there is a difference in visual acuity between the two 
eyes spectacles are usually more necessary than if the vision, 
although slightly defective, is equally so in each eye. 
Although many adults with defective vision due to refractive 
errors see quite adequately for their particular purposes and 
need not be urged to wear spectacles if they do not wish to 
do so, schooichildren so affected should be encouraged to 
wear them. For not only are such children at a dis- 
advantage when competing with their normal-sighted school 
fellows, but unless the error of refraction is corrected some 
degree of amblyopia is likely to result. 


Advice for Hleostomy Patients 


Q.—What advice should be given to a patient who has 
just had an ileostomy ? 


A.—The first consideration is care of the ileal stoma, since 
only so long as this remains efficient is it possible for the 
patient to lead a normal life of full activity, The patient 
should be warned of the possible occurrence of skin excori- 
ation during early convalescence ; too frequent removal of 
the adherent flange of the bag for the purpose of cleansing 
should be avoided, since this is accompanied by desquama- 
tion, The patient should ensure that the hole in the flange 
is big enough for its edges not to touch the stoma, and yet 
not so large as to leave an area of skin exposed to exudate 
from the ileostomy and consequent excoriation; a small 
ring of lint may be cut to cover and protect this gap. At 
no time should the flange be allowed to chafe against the 
stoma, since this may lead to fistula formation, which would 
necessitate further operation for its cure. Occasional Jeak- 
age at night from under the flange, usually on the lateral 
side, may be prevented by reinforcing the seal with a water- 
proof adhesive overlapping the rim. A spare bag should 
be provided, each bag being used for two or three days and 
then washed and aired while the other is used. Many 
patients prefer to change bags more often, which is readily 
done with those models consisting of a flange and a separate 
detachable bag ; with the more slender model made in one 
piece it is better to avoid daily changes for the reason 
already stated. Difficulty may be experienced if the patient 
does not realize that the cement placed on the flange and 
skin must be allowed to become tacky before the one is 
pressed against the other—as in using a patch for mending 
a puncture. 

The patient should be encouraged to realize that he may 
now undertake normal activity in his work and recreation ; 
if a woman, that she may even have a baby. The only 
restriction on diet is to avoid indigestible fruit and the skins 
of plums, tomatoes, grapes, and the like, since these can 
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form an obstructive bolus at the point where ileum passes 
through the abdominal wall; a warning should also be 
given that certain fruit juices sometimes increase the fluidity 
of the exudates and thus overfill the bag at night, and in 
this respect each individual must observe what affects him 
most. Sodium loss increases with the amount of fluid lost ; 
patients should therefore be advised to take extra salt if at 
any time the output from the stoma increases or becomes 
more fluid. A month or more may elapse from the time of 
operation before the stool becomes partially formed (it never 
becomes fully formed); preparations such as “ isogel ”’ or 
“celevac’’ may be prescribed to encourage this, 

Much useful and helpful advice may be obtained from 
other patients ; a new “ ileostomite ” should therefore be put 
in touch with the association now known as “ Q.T. Great 
Britain,” run by patients in this country (see British Medical 
Journal, September 15, 1956, p. 665). The secretary of the 
national committee may be found at St. Mark’s Hospital, 
City Road, London, E.C.1. 


Otitis Media due to Gram-negative Organisms 


Q.—-What local therapy is advised for otitis media in 
which the predominating organisms are Gram-negative ? 


A.—The first essential in treatment is cleanliness. The 
meatus should be cleared of discharge two or three times 
daily, either by gentle syringing with water at 100° PF. 
(37.8° C.) or by mopping with dry cotton-wool, and a few 
drops of 75% spirit instilled. Any obstruction to free drain- 
age should be removed; for example, polypi should be 
snared, or granulations touched with a chemical caustic 
such as chromic or trichloracetic acid. 

The question seems to imply the topical use of suitable 
antibiotics, Of these the most commonly used is 10% chlor- 
amphenicol in propylene glycol. Into the cleaned meatus 
4 or 5 drops are run, three times a day, and induced to enter 
the middle ear by manipulating the pinna. Solutions of oxy- 
tetracycline or streptomycin may also be used, depending on 
the sensitivity of the organisms. With large central per- 
forations insufflation of these drugs diluted with lactose may 
be preferred. Local antibiotic therapy should not be con- 
tinued for more than 10 to 14 days, as there is a distinct 
risk of inducing contact dermatitis, or sensitization ; more- 
over, other pathogens may flourish at the expense of the 
sensitive ones. Recently success has been reported, with 
these risks much diminished, by using a solution of hydro- 
cortisone acetate 1.5% with neomycin sulphate 0.5%. 
Failure must be expected in cases with cholesteatoma, bone 
necrosis, or extensive cell involvement. 


Childhood Jealousies 


Q.—/ am seeing a large number of children aged 3 to 4 
years old who develop a hostile attitude to their small 
sisters or brothers, They will bite them or hit them over 
the head with a book. They will not eat their food and 
are very disobedient. What is the best advice to give the 
parents, who become worn out with the constant struggle ? 


A.—This is a notoriously difficult phase in early child- 
hood. Susan Isaacs, whose book The Nursery Years’ 
is suitable reading for most parents and worth a study 
by doctors, called it “the period of normal negativ- 
ism.” Why this should be so stems from a variety of 
causes, but it helps in handling it to recognize that there 
may be good reasons for this awkward behaviour, so wear- 
ing for all concerned. 

For one thing, the 3- to 4-year-old is more aware of the 
conflict inherent in growing up. His development, in all 
directions, is coming on at a great pace. Yet each step 
forward carries a penalty, for it takes him away from the 
beloved single-handed care of his mother. How clever he is 
to feed himself, yet how miserable to be faced with a mess 
of cooling cabbage and gravy when mother refuses to feed 
him because he can do it for himself. At a deeper level, 
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he is also engaged by the conflict of sharp jealousy over 
the time parents give to each other instead of to him 
This becomes even more poignant when time, love, and 
attention are given to a new baby. As a first, eldest, and 
“only” he had all the time in the world from both parents 
By the time he is 4 he may well be the eldest of three, with 
a single-handed mother and a hard-pressed father, them- 
selves getting a bit frayed. So he fights back—for their 
attention, to remind them of his needs, and in resentment 
at the usurpation. 

Something of this jealousy is inevitable, and preparing 
for it broadmindedly and with consideration does not alter 
that. Nevertheless, when hostility is shown to younger sib- 
lings it often causes a surprised anger in parents which may 
indeed lead to small evidences of rejection and mild recrim- 
ination. Obviously a child cannot be left to get away with 
murder, but restraining him has to be done with good- 
natured firmness and humour. For if the bad child really 
is rejected, then his worst fears are coming true ; it does not 
pay to grow up, he thinks, so let's go back to bedwetting and 
being fed, which in turn leads to crosser and more tired 
adults—in other words a vicious circle. Sometimes a few 
hours daily in nursery school (nor all day in a day nursery) 
may go far to help tide over this difficult phase. The really 
important thing is to ensure that no love is lost while the 
child passes through it, 

REFERENCE 
' Isaacs, S.. The Nursery Years, 1932. Routledge, London 


Paralytic Scoliosis 


Q.—What treatment is advised for a child with a para- 
lytic scoliosis due to poliomyelitis? What is the prognosis ? 
If the scoliosis is still mobile would a spinal support prevent 
deterioration ? 


A.—Paralytic scoliosis presents a complex problem, and 
only the simpler principles can be discussed here. The 
scoliosis is usually due to muscle imbalance. It is worth 
continuing active exercises for two years after the original 
attack of poliomyelitis, for, although this wil! not restore 
the balance, it may improve both sides in strength. 

The prognosis depends on two main factors. The most 
important is the age at which the child contracted polio- 
myelitis ; the earlier this occurred, the worse the prognosis. 
The other important factor is the degree of muscle imbalance ; 
the most important muscles from the point of view of 
the development of the scoliosis are the intercostals and the 
lateral flexors of the abdomen. Whether the curve is fixed 
or mobile is not very significant; a “ postural” paralytic 
scoliosis is uncommon and usually only a temporary phase 
before the curve becomes fixed. Spinal supports of the 
ordinary type do not prevent the curvature of paralytic 
scoliosis increasing. They may kave a place in holding up 
a flaccid trunk, but this is not strictly the problem of 
scoliosis, The Milwaukee brace devised by Blount is the 
only spinal support of value, and this could be expected to 
maintain the curve at its present level probably for a 
number of years. 


Treatment of Manic-Depressive Psychoses 


Q.—What recent advances have there been in the treat- 
ment of manic-depressive psychoses? Are any of the new 
tranquillizers helpful, either alone or combined with 
electro-convulsive therapy, and, if so, what regime is 
advised ? 

A.—There have been no outstanding recent advances in 
the treatment of manic-depressive psychoses. Electro- 
convulsive therapy is helpful in the depressive phase, but 
often it is useful only towards the end of the phase ; it may 
be much less effective at the beginning of an attack. Electro- 
convulsive therapy is also less useful in the manic phase, 
though here too it may help to damp down the severity 


of the symptoms. The new chemical tranquillizers are also 
not outstandingly helpful in terminating an attack of 
depression or mania, though they can modify some of the 
symptoms ; for instance, in the depressive phase the patient 
does not necessarily become less depressed, but he can 
sometimes be made less agitated and worried about his 
depressive symptoms, Very large doses of the tranquillizers 
may be needed to combat the manic phase, and even then 
symptoms are only modified rather than abolished. 

Recently evidence has been accumulating to suggest that 
lithium salts can be helpful in the treatment of the manic 
phase.’ Lithium carbonate may be used in doses of around 
0.6 g. three to four times a day for the first 7-10 days ; sub- 
sequently the dose is gradually reduced, if improvement 
occurs, to a maintenance dose of 0.6 g. daily. The drug is 
given on six days in the week and omitted on the seventh 
to help its elimination. Unpleasant side-effects can occur 
which disappear if the drug is withheld. The drug can be 
continued for weeks or months if necessary. 


REFERENCE 
' Rice, D., J. ment. Sci., 1956, 102, 604. 


Wassermann in Weil's Disease 


Q.—I have read that the Wassermann reaction is positive 
in case of Weil's disease. If this is true, how can a posi- 
tive Wassermann due to syphilis be distinguished from one 
due to Weil's disease ? 


A.—Earle Moore’ reports that positive serum tests for 
syphilis are obtained in cases of Weil's disease. Positive 
reactions can be differentiated as true or non-treponemal 
reactions by means of a treponemal immobilization test. 


REFERENCE 
1 Moore, J. E., J. vener. Dis. Inform., 1949, Suppl. No. 23, p. 55. 


NOTES AND COMMENTS 


Infirmary Mice.—Tue Inquirer writes: I am intrigued by Dr. 
W. Lane-Petter’s comments (“* Notes and Comments,”” December 
1, p. 1318), which, of course, we should have thought of ourselves. 
I have now made inquiries of the hospital from which the story 
first came (“Any Questions ?" November 17, p. 1190), and 
discover that it is still free from vermin, it still has its television 
sets, but over the last year it has had a considerable number of 
cases of so-called dysentery, possibly not of notifiable type. I do 
not know what bacteriological investigations were undertaken. 
The moral of this whole little story would seem to be that, if 
a hospital loses its mice, this should not necessarily be attributed 
to the acquisition of television sets: it may in fact be an indica- 
tion to the bacteriologist to take steps. 


Correction.—We regret that Dr. Cécile Asher’s name was mis- 
spelt in the Journal of December 8, p. 1353. 


Books of “ Any Questions ? ” and Refresher Course Articles.— 
The following books are available through booksellers or from 
the Publishing Manager, B.M.A. House. Prices include postage. 
Any Questions ?, Volumes 2 and 3 (8s. each); Refresher Course 
for General Practitioners, Volumes 2 and 3 (26s. 6d. each iniand, 
26s. overseas); Clinieal Pathology in General Practice (22s. 3d 
inland, 21s. 9d. overseas). 
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to Tue Eprror, British Mepicat Journat, B.M.A. House, Tavistock 
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GENERAL MEDICAL COUNCIL 
DISCIPLINARY PROCEEDINGS 


The Medical Disciplinary Committee of the General Medi- 
cal Council met on November 28 and 29 under the chair- 
manship of the President of the Council, Sir Davin 
CAMPBELL. 


Charge of Canvassing 


Dr. C. J. J. Stvetra, of Newcastle-upon-Tyne, was 
charged with canvassing residents in Fawdon, Newcastle- 
upon-Tyne, for the purpose of obtaining patients and pro- 
moting his own professional advantage, and that in relation 
thereto he had been guilty of infamous conduct in a pro- 
fessional respect. 

Mr. E. B. McLellan, counsel, instructed by Messrs. 
Le Brasseur and Oakley, acting for the Medical Protec- 
tion Society, on behalf of the complainant, Dr. F. C. 
Pickering, said that Dr. Silveira, who was in practice with 
his father, opened a branch surgery in the district of the 
complainant in December, 1955, and a few weeks later he 
was found making door-to-door calls suggesting to people 
that they should come on his list. On one day in February, 
1956, Dr. Pickering was actually visiting a patient when 
Dr. Silveira knocked at the door and asked if the family 
needed a doctor. Another woman patient of Dr. Pickering’s, 
living in the same road, said that Dr. Silveira called at the 
door, asked if she had a doctor, and left his professional 
card. It was alleged that several others in the same neigh- 
bourhood were canvassed on that day, and in each case a 
direct statement was made that Dr. Silveira would be pre- 
pared to attend on patients. There was an admission of 
the facts in a letter written by solicitors on behalf of 
Dr. Silveira. 

In view of this admission the Committee found the facts 
proved, and Dr. Silveira was invited to give an explanation 
if he wished. 

Dr. Silveira, who was represented by Mr. P. Baylis, of Messrs. 
Hempsons, acting for the Medical Defence Union, said that 
he and his father opened the branch surgery on the fringe 
of a council estate at Fawdon. After two months, with very 
few patients coming, he began to get worried, and on the 
spur of the moment one morning he called at people's doors 
with the intention of introducing himself and telling them 
that he had a branch surgery 200 or 300 yards from their 
homes. The last thing he wanted to do was to persuade 
another doctor's patients to go on to his list ; all he wanted 
to do was to introduce himself. At one house he met Dr. 
Pickering, who was convinced that he was trying to take 
patients away from him and he could not persuade him 
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otherwise. Later, he sought advice, and, on being told that 
he was advertising himself, he did not repeat his action. He 
had never done anything like this before, and he gave an 
assurance that he would not do anything of the kind again. 

Mr. P. Baylis said that Dr. Silveira had made the frankest 
admission ever made before the Committee, and he asked 
that it be accepted as honest and sincere. It was not until 
too late that he realized he had committed a grave breach 
of the code of professional conduct, and he made no 
attempt to conceal what he was doing from anyone. A 
number of testimonials were read from general practitioners 
in the area, all of whom spoke well of him. 

After consideration, the President announced that the 
Committee found the facts proved and that they warranted 
a finding of infamous conduct in a professional respect. 
The Committee could not regard Dr. Silveira’s explanation 
as justification for his action, but it took into account his 
assurances, and, to give him an opportunity of implement- 
ing them, would postpone judgment until next November, 
1957. 


Facts not Proved 


The second case of a charge of canvassing was made 
against Dr. S. S. Lazarus, of Birmingham, who was charged 
with canvassing two named patients in July and October, 
1955, with a view to inducing them and members of their 
families to become his patients. The complainant, Dr. E. S. 
Brieger, of Birmingham, was represented by Mr. McLellan, 
instructed by Messrs. Le Brasseur and Oakley, acting for 
the Medical Protection Society. Dr. Lazarus was repre- 
sented by Mr. Baylis, of Messrs. Hempsons, acting for the 
Medical Defence Union. 

Mr. McLellan said that a Mrs. Vaughan called in Dr. 
Lazarus to attend to one of the children in July, 1955, 
because she could not get into touch with Dr. Brieger. 
Dr. Lazarus saw the child and called again next day, when 
Mrs. Vaughan asked how much she owed him. He replied, 
“You can let me have the cards,” and the construction put 
upon that by the complainant was that he was canvassing 
this family to become his patients. The second patient, a 
Mrs. Turner living in the same road as the first patient, 
called at Dr. Lazarus’s surgery because she could not get 
in touch with Dr. Brieger, and he prescribed for her. When 
she visited him a second time he asked for the cards of 
herself and her family. 

Mrs. S. Vaughan, giving evidence, said that when one of 
the children was taken ill she called in Dr. Lazarus because 
they could not get into touch with Dr. Brieger, and Dr. 
Lazarus's surgery was near at hand. The child was suffer- 
ing from pneumonia, and Dr. Lazarus called again the next 
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vorning. When she asked how much she owed him he 
smiled and said he would have all the cards, and, noticing 
that she was pregnant, told her he had an antenatal clinic 
ind could look after her. Nothing further was said about 
the cards on that occasion 4 fortnight later she took one 

f the boys to Dr. Lazarus and gave him the niedical cards 
of both children 

Cross-examined by Mr. Baylis, she said that she took the 
cards to Dr. Lazarus because she felt under an obligation 
to him and she was satisfied with his treatment. She later 
changed them back to Dr. Brieger on her husband's decision. 
She herself was in any case under Dr. Brieger’s care because 
of her pregnancy, and did not wish to change doctors. She 
agreed that Dr. Brieger was angry and said, “If 1 don't 
have your boys’ cards | won't have you,” but the threat 
did not make any difference because her husband wished 
to change the boys back to Dr. Brieger. When Dr. Lazarus 
said he would call again, she did not say she would get 
Dr. Brieger, nor did she get in touch with Dr. Brieger at 
all during the child's illness. Her husband asked Dr. Lazarus 
if he could call in Dr. Brieger and he said, “ No,” he would 
look after the child 

Closely questioned, the witness agreed that Dr. Lazarus 
used the words, “ Can you let me have the cards ? ” and not 
have the cards.” 

The second witness, Mrs. M. Turner, said she went to 
see Dr. Lazarus although she was on Dr. Brieger’s list. He 
examined her and asked if she wished to change her doctor 
or pay, and she replied she would pay. He told her thas 
if she was his patient he would give her penicillin injec- 
tions for the condition in her sinuses, but if she paid it 
would cost Ss. per injection. She afterwards went to Dr. 
Brieger and did not see Dr. Lazarus again 

Dr. EB. S. Brieger said that in October last year he became 
aware that he had a cause for professional complaint, and 
got into touch with his protection society 

In reply to Mr. Baylis, for Dr. Lazarus, he said that there 
were other patients involved besides the two mentioned in 
the complaint, but he and his partner were not pressing the 
matter, They did not want to harm Dr. Lazarus. Mr. 
Baylis suggested that it was totally untrue that there was 
any other evidence which could have been brought, but 
Dr. Brieger again replied that he had other evidence but 
had not brought it because he did not want to harm Dr 
Lazarus 

Dr. Lazarus, giving evidence on his own behalf, denied 
that he at any time canvassed Mrs. Vaughan or Mrs. Turner 
or any other persons with a view to getting them to transfer 
to his list. There was no need for him to canvass for 
patients. Mrs. Turner was not on his list, and he asked 
for the card in the normal way so that he could get her 
name and address and the name of her doctor. He told 
her she should go to Dr. Brieger. She replied that she pre- 
ferred to come to his surgery because it was nearer, and he 
told her he could only treat her as a private patient. She 
agreed to pay and he gave her a prescription. He did not 
say anything about her being on his books, as he was treat- 
ing her as a private patient. 

With regard to the Vaughan family, Dr. Lazarus said 
Mr. Vaughan came to his surgery in great urgency and said 
he had been trying to get Dr. Brieger since the morning. He 
responded to the call to visit the child, who had pneumonia. 
and gave a prescription. He thought he signed it “pp 
Dr. Brieger.” There was no question of the boy being a 
private patient. The father was frightened and said that 
the boys would be placed on his list because he was so near. 
and he told Mr. Vaughan how to change doctors. Dr. 
Lazarus denied that he said to Mrs. Vaughan, “I'll have the 
cards.” 

Cross-examined, he said he might have told Mrs. Vaughan 
he would have an antenatal clinic. He thought that Dr. 
Brieger was actuated by malice in bringing the complaint. 
He tried to contact him by telephone with regard to the 
little boy, but as Mrs. Turner came as a private patient 
there was no need. He thought now that Mrs. Turner 
came as a “trap.” 
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After consideration in camera, the President announced 
that the Committee had not found the facts proved to their 
satisfaction, and therefore Dr. Lazarus was not guilty of the 
charge 


Motoring Offences 


Dr. W. G. Cowan, of Edinburgh, was charged with two 
offences of driving a motor-car when under the influence of 
drink or a drug, one in Edinburgh in 1952, and the second 
in September of this year. On both occasions he was fined, 
with the alternative of imprisonment, and on the first occa- 
sion had his licence suspended for 18 months, and on the 
second for five years. After the first conviction he received 
a warning letter from the Council. The Committee found 
the convictions proved but postponed judgment until 
November, 1957 

Dr. P. L. Lyons, of Manchester, admitted convictions at 
Ystrad Magistrates’ Court of two offences of being in charge 
of a motor-car while under the influence of drink on June 10 
and August 24 this year. He had been fined for both 
offences and his licence suspended. Mr. G. J. K. Widgery, 
the Council's solicitor, reminded the Committee that Dr 
Lyons had appeared before it on two previous occasions, 
the first in May, 1953, following two convictions for a simi- 
lar offence when judgment was postponed for a year, and 
at the end of that period his name was not erased from the 
Register. Only six months later, in November, 1954, he 
again appeared before the Committee on a conviction of 
being drunk and disorderly and judgment was again post- 
poned for 12 months. Again his name was not erased when 
he came up for judgment in November, 1955. There had 
therefore been five previous convictions for drunkenness. 

On behalf of Dr. Lyons, Mr. McLellan, instructed by 
Messrs. Le Brasseur and Oakley for the Medical Protec- 
tion Society, said that he bitterly regretted the disgrace he 
had brought on the profession. He was under treatment 
and pleaded for another chance to rehabilitate himself. The 
Committee, however, directed the Registrar to erase Dr. 
Lyons’s name from the Medical Register. 

Dr. G. R. S. Jackson, of Sheffield, against whom judg- 
ment was postponed for one year in November, 1955, after 
being convicted in 1953 and 1955 of being under the influ- 
ence of drink when driving a car, was represented at the 
hearing by Mr. Baylis, of Messrs. Hempsons, inStructed by 
the Medical Defence Union. In view of the satisfactory 
information regarding his conduct in the last 12 months, 
the Committee decided not to instruct the Registrar to erase 
Dr. Jackson’s name from the Register. 

Satisfactory references were reported in respect of Dr. 
A. W. Sr. Crarr Greic, of Glasgow, on an interim appear- 
ance during the period of two vears for which judgment 
was postponed in November, 1955, and in respect of Dr. 
J. W. O'Brien, of Lancaster, and of Dr. J. Ketvin, of 
Glasgow. 


Convictions of Dishonesty 


Dr. G. W. FRANKLIN, of London, at present serving a 
prison sentence, was charged with three offences of obtain- 
ing credit without disclosing that he was an undischarged 
bankrupt, four similar cases being taken into consideration, 
and of stealing a gold watch and other articles of jewellery. 
as well as of obtaining credit by fraud. He was not present 
at the inquiry. He had been informed that he could apply 
to attend, and had written asking the Council to postpone 
the inquiry until his release from prison. 

After deliberation in camera, the Council decided to pro- 
ceed with the case in the absence of the practitioner and 
found the convictions proved, and directed the Registrar to 
erase Dr. Franklin’s name from the Medical Register. This 
is subject to notice of appeal being lodged within 28 days. 


Restorations 


The Committee decided to restore to the Register the 
names of ArcHIBALD LUKE BASHAM and ARTHUR WRIGH1 
Scott WEBSTER. 
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REMUNERATION CLAIM 
SCOTTISH DIVISION’S GRAVE DISQUIET 
A meeting of the Ayrshire Division was held on December 
5S to discuss the remuneration issue. About 70 members 
were present, and the Chairman of the Division, Dr. HuGH 
STRATHERN, presided. 

Dr. C. J. Swanson, Chairman of the General Medical 
Services Subcommittee (Scotland) and a member of the 
Negotiating Committee, reviewed the facts which had led 
up to the joint claim having been presented to the Ministers. 
Dr. Swanson then commented on the reply which had been 
received from the Permanent Secretary to the Ministry of 
Health, and explained that, while it might not be possible 
to enforce any contractual obligation by action in the 
courts, the Negotiating Committee remained firmly of the 
opinion that there was an undoubted contractual and moral 
obligation on the Ministers to implement the promise made 
to the profession on the introduction of the Nationa} Health 
Service 

Dr. J. T. McCurcueon, Assistant Scottish Secretary, sup- 
plemented the comments made by Dr. Swanson and referred 
to the machinery through which the negotiations were be- 
ing conducted, with particular reference to the position of 
the Negotiating Committee and the British Medical Asso- 
ciation, Dr. A. Scotr and Dr. R. C. Hamicton also spoke. 


Resignation or Reform 


The general discussion showed much concern about the 
negotiations, and especially about the reply from the Per- 
manent Secretary to the Ministry of Health. Some members 
raised the possibility of seeking support for resignations 
from the National Health Service, and others wondered 
whether or not the present Service could be replaced by a 
Service similar to that in existence in Australia or New 
Zealand. The discussion concluded by the meeting re- 
affirming its confidence in the Negotiating Committee, and 
Dr. Scott was asked to report to the Council of the B.M.A. 
that the meeting viewed with grave disquiet the reply 
which had been received from the Permanent Secretary to 
the Ministry of Health, and that the Council could rely 
on the full support of the Ayrshire Division in any measures 

even to the extent of resignation—which it might prove 
necessary to adopt in an endeavour to obtain a just settle- 
ment. 


CO-OPERATION IN THE MATERNITY 
SERVICES 


SOCIETY OF M.O.H.s MEMORANDUM 


Hospital is not the best place for all confinements, nor would 
it be in the best interests of the maternity service that it 
should be administered entirely under Part II (Hospital and 
Specialist Services) of the National Health Service Act. 
These views are expressed by the Society of Medical Officers 
of Health in a memorandum to the Maternity Services Com- 
mittee (the Cranbrook Committee) recently set up by the 
Minister of Health to review organization of the maternity 
services in England and Wales. 

The Society thinks that the “state of some confusion ™ in 
the maternity services referred to in the Guillebaud report 
could be removed by certain rearrangements and increased 
co-operation between the three branches of the Service, and 
makes recommendations. 

The local authority should continue, the memorandum 
states. to be the local supervising authority and provide 
domiciliary midwives. Hospital staff rarely possess full 
knowledge of home or local conditions, and, apart from the 
sister in charge, it is made up of relatively junior midwives. 
In the Society's view a very satisfactory type of domiciliary 
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midwife is the one who wants a home of her own which she 
can share with her husband and children. Facilities for home 
confinements in carefully selected cases should be improved 
by better integration of domiciliary services. To this end 
the Society recommends that all mothers should book with 
a general practitioner. The midwife should work on all 
cases with medical support, and the technical distinction 
between maternity nurse and midwife is outmoded and 
should be abolished. 
Better Standards 

General-practitioner obstetricians should have adequate 
experience, and the Society criticizes the present lack of 
universally applied standards for admission to the obstetric 
list. Accepted criteria for admission to the list and the 
limitation of maternity work to those on it, together with 
an increase in the number of antenatal medical examinations, 
should go far to provide a more satisfactory standard of 
care. More general-practitioner maternity units and hostels 
for expectant mothers are recommended to relieve pressure 
on specialist services. Early discharge of mothers from 
hospital is deprecated. 

In concluding that a comprehensive maternity service 
should provide for both home and hospital confinements, the 
Society also states that good clinical care alone is not enough. 
Health education by those in close and constant touch with 
the mother, the family, and the home is essential. The value 
of the educational and preventive work of the local health 
authority maternity and child welfare centres is stressed. 


Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Remuneration Claim 


Sir,—I have just seen the reply of the Ministers (Supple- 
ment, December 1, p. 201) to the recent memorandum on 
the legal implications of Spens. None but the most naive 
could have expected any other reply. It is the business of 
the Ministry to stall over pay claims, just as it is the busi- 
ness of the group in question to press their claim to the 
utmost, and one can well imagine the advice of the Per- 
manent Secretary to the Minister in this case: Do nothing ; 
delay the issue as long as possible; public opinion is on 
our side over the danger of inflation, and, besides, the 
doctors have no strong bargaining position anyway, 

Sir, I am not one of those who criticize the Negotiating 
Committee for patiently persevering with the shameful 
facade of “ negotiating” over this issue: I think it was 
essential to exhaust to the full any possibility of a settle- 
ment through the ordinary accepted channels and give no 
excuse for the charge of precipitate action, but there are 
one or two points on which I, and I feel many others, feel 
strongly. What has our Public Relations Department been 
doing all this while ? Why have there been no sympathetic 
articles in the press explaining our case ? Have the editors 
of the national dailies and weeklies been wooed assidu- 
ously to this effect, and articles been submitted by the 
B.M.A. for printing ? Have M.P.s been lobbied for support 
—there are many medical M.P.s who should be sym- 
pathetic, apart from any others? Our press up to now has 
been disastrous and misleading, thanks largely to the highly 
misleading account of average earnings put out by the 
B.M.A. 

Nothing has been done, to my knowledge, to mobilize 
support among the G.P.s for possible strike action. Why 
have there not been mass meetings in every town, of all the 
doctors in each area, to try and assess the support involved? 
Why has there been no attempt to organize the doctors in 
groups in each district to ascertain how many are pre- 
pared to commit themselves to a temporary withdrawal 
from the Service if necessary—the only thing holding any 
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doctor back is the fear of his neighbour blacklegging. This 
could all have been going on during the tedious but 
necessary negotiations, and then the Minister could have 
been told with truth that the profession is united in its 
determination to take action, The threat alone, if sufh- 
ciently well presented, is enough to deter the most foolhardy 
Minister. I realize that the actual details of possible strike 
action are very complicated, but I feel the matter should 
have been discussed amongst ourselves and a clear lead 
given «by the B.M.A. 

The profession, as never before, is simply crying out 
for leadership; the sense of frustration is overwhelming, 
and the sequel to frustration, if not explosion, is apathy— 
the one thing we wish to avoid. I feel our leaders have 
underestimated the depth of feeling involved, and that no 
time is to be lost in mobilizing the determination of the 
profession. Meetings should be called up and down the 
country, a plebiscite or questionary should be sent out, and 
intensive local action should be taken, apart from the cen- 
tral action through Parliament and the press which is so 
essential to our cause. And let this crisis be the occasion 
for a thorough re-examination of the whole concept and 
basis of the Health Service, and I propose that the pro- 
fession should suggest a joint conference with the Govern- 
ment to try and improve the Service, as is so urgently 
required.—I am, etc., 

Glasgow, S.3 A. GERBER. 


Sir,—As nine months of delay have resulted in a cate- 
gorical refusal of the profession's just demands, quick and 
effective action is now required. We should act on the 
following lines. 

First, immediate steps should be taken to collect the 
resignations effective from April 1 of all doctors, whether 
in general practice or in the hospital service. At the same 
time it should be niade clear that no certificates for 
National Health Insurance will be issued after that date. 
Secondly, arrangements should be made to treat our patients 
after that date on an agreed scale of fees for services given, 
and preferably on a cash basis. This might cause a little 
hardship, but the Government will have a large sum at its 
disposal with which it can assist those in need if they so 
desire. Thirdly, our demands should include, as well as 
payment of the full sum demanded as from April 1, 1956, 
an assurance that the whole question of the working of the 
N.H.S. will be examined again, particularly with regard to 
the question of financial security and the recent criticisms 
of the Service as a whole. 

We should realize that we are in a position of strength 
if we act together. We have little to lose if we do with- 
draw from the Service, and we should not allow any con- 
siderations to deflect us from our purpose.—I am, etc., 

Tenterden, Kent. B. W. WYLLIE. 


Sirn,—-We hear much talk these days that industrial dis- 
turbances are often due to poor management-employee 
relationship—for example, in the recent B.M.C. dispute 
more absentees were reported in the factories where this 
relationship was the poorest. May not this relationship 
between the Minister of Health and the medical profession 
be of a like character ? Both sides may do their work well, 
but if there are not good relations between the two the 
ultimate effect may slowly reduce, nay even destroy, the 
value of the service that both sides are interested in pre- 
serving. Like industry, the chief, though not the only, 
cause of friction is differences over pay. 

In dealing with the profession, though the Minister of 
Health may change often, he cannot dissociate himself en- 
tirely from the effects of his predecessors’ actions. Be- 
tween the wars the mecical profession was only partly 
employed by the Minister; thus the effect of pay disputes 
was only partly felt, as private fees could offset adverse 
effects of poor pay by the Minister. In this period there 
was even evidence that panel practice was subsidized bv 
private practice. It was at this time that good relations 
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could have been established. The Minister should have 
behaved with meticulous fairness in fact, and justice should 
always have appeared to be done ; promises should always 
have been kept. What happened? I am old enough to 
remember the crisis cut in pay of the 1929-31 period. A 
10% cut off the doctor’s gross panel pay meant more than 
11 off his actual pay after deducting his practice ex- 
penses. In return for this greater cut, a promise was made 
that the doctor's cut was to be the first restored in full. This 
was not done. Between the wars there were also endless 
disputes when the doctors asked for pay adjustments due 
to increased work. The Minister at these times gave the 
impression that he was not concerned with justice or truth, 
but only to avoid pay increases. 

Along came the second world war, and the Spens com- 
mittee which was to settle all these differences. A “ doctor's 
income” was to be based in the future service on reason- 
able earnings—earnings high enough to attract suitable re- 
cruits with ability to undertake the long and arduous train- 
ing of medicine, earnings to compare favourably with other 
professions. Doctors were to do all increases in work with- 
out any increases in pay on that account, though time 
for leisure and reading was to be considered. 

Since 1948 the doctors have carried out their part of 
the bargain. Did the Minister carry out his part? The 
first delay in settlement was due to the Minister being un- 
able to count 19,000-odd doctors who had entered the 
service, even though every doctor had an identity card with 
a national registration number, By contrast, the Registrar- 
General counts 48,000,000 in six months. Finally, when 
adjustment had to be made, the Minister did not appear 
to be concerned with fairness or whether he was carrying 
out the Spens committee findings. £2,000,000 was offered 

a figure picked out possibly by Treasury stringency, 
which Mr. Justice Danckwerts considered should have been 
nearer to £42,000,000. 

Now the Minister states that this figure is to be fixed 
at the 1948-50 level, with no adjustment for the diminishing 
purchasing power of the pound, though most other sections 
of wage-earners obtain some adjustment, even if only an 
extra payment for overtime. In fairness to the Minister, 
there are adjustments for practice expenses made 18 months 
after they have been spent, and now called Christmas 
presents. To the public the press suggests that, as the 
doctor in general practice on the average earns £2,222 (some 
only get half as much), he should not get any more. The 
doctor, however, is deserving of special consideration. Every 
docter covers his practice for 168 hours a week, and there 
are penalties if he does not answer the calls himself or 
appoint a deputy whom he must pay—conditions of em- 
ployment which the doctor accepted and carried out as his 
part of the bargain. It has been suggested that in fact 
the doctor is not called out often at night, and therefore 
can hardly expect much for the night work. However, the 
fire brigade is not paid for attendance at fires only but for 
being available for service. The fireman, when not on 
fire duty, repairs and services his equipment ; likewise the 
doctor does his professional reading after the ordinary full 
day’s duty (9 a.m. to 8 p.m.), and it is noteworthy that 
most medical lectures and clinical meetings are after 8 p.m. 

Truly, as the Editor of the British Medical Journal states 
(Journal, December 1, p. 1290), it is a crisis of confidence. 
When the nation entered the war against Hitler, the Con- 
servative Prime Minister of the day said it was broken 
promises and bad faith that we were fighting. Is the 
Minister of Health prepared to allow relations between him- 
self and the doctors to degenerate to this? Will such 
conditions continue to attract the right type of recruit to 
the Health Service ?—I am, etc., 

Leeds, 11 J. ATKINSON. 


Reform of the Health Service 
Sir,—The farmers have set us an example. They have 
obtained security of income by negotiating with the Govern- 
ment an agreement which guarantees them a subsidy of 
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£1,150m. per annum, which sum is tied to any rise of the 
cost of living. We are asking the Government for a paltry 
£20m., and for months now we have been bogged down by 
ministerial prevarication. We must learn from the farmers 
They presented a plan and then let it be known that their 
votes were of some value to the Government. Our voting 
power as a profession is a less powerful weapon than that of 
the rural population. But if we can point to an alternative 
better health service and offer that service to the public 
then a threat to withdraw from the existing Service might 
have some prospect of success with the public and within 
the medical profession. 


_ The Health Service must be released from its political chains. 
Every time we ask for Spens to be implemented we are told 
that this is no time to embarrass the Government of the day. 
There has been no opportune moment since 1948, and with the 
progressive deterioration of the economic stability of this country 
there is not likely to be an opportune moment in the lifetime of 
anyone old enough to read this letter. The National Health 
Service is a political pawn in the hands of a succession of tem- 
porary Ministers whose interest in the Health Service is that it 
Provides a step on the ladder to ministerial office within the 
Cabinet. While each Minister is on this particular step it behoves 
him to keep the baby quiet. 

The Health Service is also subject to a large Treasury grant, 
and it must take its place at the bottom of the queue for money. 
The State air corporations, the British Transport Commission, the 
electricity boards, and the B.B.C. are all to a greater or lesser 
extent monopolies run by or for the State, with varying degrees 
of autonomy. They are all run by trained and often highly 
qualified staffs. The idea of running an airline or an electricity 
generating station or a B.B.C. transmitter by a lay committee 
would be ridiculed, but the public accepts the tragic farce of 
administration of regional hospital boards and hospital manage- 
ment committees by untrained lay amateurs, appointed because 
of their social or political interests rather than their acquaintance 
with medical administration. 

The Treasury grant, at present £360m. per year (from general 
taxation funds), must be replaced. This sum of money spread 
out amongst 50 million population represents £7 4s. per head per 
year (say 3s. per week). If we assume 20 million income earners, 
then we have a weekly contribution of 6s. 8d. If we add the 
8d. contributed to the National Health Service from National 
Insurance contributions we have a weekly sum of 7s. 44d. to be 
divided between the employer and the employee. The National 
Insurance Scheme is supposed to be self-supporting, and there 
is no valid reason why the Health Service should not be. In this 
way the Chancellor of the Exchequer would have £360m. per 
year less expenditure to be provided out of taxes. That would 
represent a reduction in income tax of the order of 2s. in the 
pound, a not unwelcome stimulus for the economy of the country, 
and a potent argument in favour of a solvent Health Service. 
The British Medical Corporation (the British Health Service Com- 
mission, or whatever else we like to call it) would be wholly 
covered by this weekly contribution. 

It is assumed that British hospitals would have to be to a 
certain extent centrally organized (although I do not really see 
why, apart from the fact that we have got used to it). Never- 
theless it must be run from top to bottom by a trained and 
qualified administrative lay and/or medical staff, instead of by 
the present hotch-potch of enthusiastic spare-time untrained 
amateurs, however well-meaning they may be. It is a method 
which works in industry and in many other large concerns, 
nationalized or otherwise. Within wide limits these trained and 
qualified administrators must have local responsibility for spend- 
ing their allocated funds. 

British domiciliary medical services would well be based on 
the same areas as British hospitals. Let us try to get away from 
the capitation payments system, and speak for something on 
the lines of the New Zealand system. The patient would pay for 
each item of service and receive a predetermined refund on presen- 
tation of the doctor's receipt, the doctor being at liberty to charge 
more than this predetermined sum if he thinks he is a better 
doctor (and as long as the patient thinks he is too, and worth 
his extra fee). The doctor would be free to practise when and 
where he likes, subject to his possession of a registered medical 
qualification and his remaining on the Medical Register. Drugs 
for patients treated by general practitioners or as hospital out- 
patients could well be provided on the Australian basis of free 
life-saving drugs, the patient being at liberty to pay for as much 
aspirin and red, green, or blue mixture as he wishes. Domiciliary 
nurses and midwives and social workers would be available * any 
doctor's request. British preventive medical services could again 


be provided on the same area basis as the hospital and domiciliary 
services, members of its staff being seconded to schools, factories, 
and other local needs, as required. 

The British Medical Corporation, under a_ full-time 
director-general and one board of governors, laid out and 
paid for on these lines, would be free from the overriding 
anxiety of the political parties not to lose votes. It would, 
furthermore, be a three-pronged attack on the problem 
instead of the present tripartite conglomeration of services, 
none of which seems to know what the other is about. 

The Council of the British Medical Association must get 
down to the problem of working out a proper health service. 
This country seems to have pioneered the provision of a 
national health service. Many countries have studied it, but 
all have taken great care not to copy it. Despite this, no 
British political party seems capable of learning from the 
many mistakes that have been made, for fear of losing 
votes. If the Council of the B.M.A. can present this thing 
properly, with an informed statistical background, then no 
political party will dare to hang back, lest it should lose 
votes by so doing. If we are not then smothered in the 
rush to get things moving, we would be in a position to 
urge the public that we are determined to provide a medi- 
cal service on these lines, and withdraw from the existing 
shambles. When we no longer are told, every time we ask 
for anything, that it is not an opportune moment in which 
to embarrass the Government of the day, then we might 
allow others to take the credit for the British Medical Cor- 
poration, as assuredly someone else will try to do.—I am, 
etc., 

Worcester. ANTHONY A. VICKERS. 

Sir,—From the abundant and prolonged correspondence 
in your columns it is evident that the National Health 
Service is only jolting along like an ill-designed cart which 
is likely at any moment to part with one wheel. It is a 
tragedy that such a poorly designed, mass-produced machine 
should have been foisted on the whole country in the first 
instance, but, to change the metaphor, it is obvious that, 
like other scrambled eggs, this one cannot be unscrambled, 
as some of your correspondents hope it may be. However, 
that is no reason why experiments should not be made with 
the material that remains. It would be quite possible to 
select one region for experiment and detach it from the 
rest and make it almost completely autonomous with the 
use of a block grant, guaranteed for five years at the 
minimum annual rate equivalent to the last accounted year 
(71954-5). 

Within the region further autonomy should be granted to 
units as far as practicable—for example, each executive 
council and each hospital board for a single or small group 
of hospitals, each with its share of the block grant. This 
would restore the competitive spirit and, in some measure, 
that local interest which was answerable for so much of the 
success of the original voluntary hospitals. This would not 
exclude the giving of exceptional grants from the Ministry 
to specially urgent projects of expansion, such as the pro- 
vision of large numbers of hospital beds or a new building 
for the medical school, which itself would enjoy autonomy. 
There would have to be safeguards in regard to the remun- 
eration and security of tenure of the medical and nursing 
staff ; but not, in this writer’s opinion, for the clerical and 
domestic staff, whose redundancy under the present scheme 
urgently needs pruning. Similarly, the excess of forms 
could be cut by each autonomous body to that minimum 
which necessities of annual accountancy and reporis make 
essential. 

Such a scheme, if put forward by the whole medical 
profession to the Minister, could not be rejected by him 
on grounds of adding to the already excessive costs of the 
present scheme, nor of burdening his department with extra 
administration, If it were successful in the region first 
chosen, it could, once teething troubles were sufficiently over- 
come, be applied to one after another of the other regions 
in turn with modifications to meet local peculiarities. It is 
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with a pilot scheme of such a nature that the Health Service 
ought to have been initiated in the first instance 
It is sincerely to be hoped that the B.M.A. Council and 
the Branches will give serious consideration to such a pro- 
ject, for hitherto all the routes they have taken to reform 
appear to have ended as blind alleys.-l am, etc., 
Edinburgh, 12 M. 


Sir,—Discussions have been roused once more on the 
chance of removing the National Health Service from 
politics and placing it in the charge of a special body, per- 
haps similar to the B.B.C If a medical corporation could 
be designed to give the opportunity for publicly question- 
ing the responsible authorities, as is done in the House of 
Commons, a very good organization might develop. At 
present there is a rudimentary arrangement of this sort in 
the annual meeting which may be held at any hospital 
tor members of the public to discuss the affairs of the 
hospital with the management and staff 

Could there be developed similar open discussions be- 
tween regional boards and their management committees 
and the Ministry and regional boards? In any such 
arrangements members of the staff—including, of course, 
doctors-—-would need to have the right of putting questions 
through suitable representatives. Is there the germ of an 
idea here for the Amending Acts Committee ?—I am, etc., 


London, W.1. J. M. ALSTON. 


Sir,—I am delighted to read the Journal of December | 
and to see that at last B.M.A. leadership has caught up with 
the rank and file. I hope we shall now go into battle not 
on the narrow issue of remuneration but against the whole 
rotten structure of the N.H.S. with its bureaucratic 
chicanery, fantastic waste, and, for our profession, its 
boundless degradation and frustration. 

We must assuredly come out in the open and make clear 
to the public our intense distaste for being made the play- 
things of rival politicians, and our intention to keep medi- 
cine a humane discipline, not a cheapjacking, touting cam- 
paign for luring patients on to our lists by giving them 
whatever they think they need 

But most of all we must emphasize that we are primarily 
concerned with the community's health and well-being, and 
that our basic objection to running round like lackeys 
delivering prescriptions is that it prevents our doing a good 
standard of medicine for those who are really sick—let 
alone improving our standards by reading current literature. 

I am, ete., 

Tarleton, Lancs GEOFFREY SMERDON, 


Disablement Certification 


Sirn,—At a recent meeting of our local disablement advi- 
sory committee, of which I am a member, the disablement 
resettlement officer of the local labour exchange expressed 
some dissatisfaction with the low standard of a minority of 
doctors’ certificates issued to patients who were applying to 
go on the disablement register. 

Could not steps be taken to find out if this dissatisfaction 
is widespread among labour exchange officials, and, if so, 
could not appropriate steps be taken with the Ministry of 
Labour so that the Ministry and not the patient (as at 
present) is responsible for the medical certificate fee for the 
disablement register, and that such fee be adequate to ensure 
a fair standard of this important certification ?—I am, etc.. 


London, S.E.16 JosePH ARMSTRONG. 


The Ministry of Pensions and National Insurance has stated 
that certain widows who are not at present entitled to National 
Insurance sickness benefit will become eligible for it from January 
7. The widows who may become eligible are those who in the 
past have drawn a widow's benefit but who are no longer getting 
it, and those who are now drawing a widow's benefit of less than 
40s. a week, including the widows on 10s. contributory pension. 
Those in doubt about their position should inquire at the local 
National Insurance Office. 
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Association Notices 


Diary of Central Meetings 
DeECEMBER 


18 Tues Catering Committee, 2 p.m 

19 Wed Council, 10 a.m. 

2%) Thurs. G.M.S. Committee, 10.30 a.m. 

20 Thurs. Study Leave Subcommittee, Central Consultants 
and Specialists Committee, 2 p.m 

28) Public Health Committee, 11 a.m 

28 Fri Assistants and Young Practitioners Subcommittee, 
G.M.S. Committee, 2 p.m. 


JANUARY 
2 Wed Medical Act Committee, 3 p.m 
3} Thurs. Maternity Medical Services Committee, | p.m 
4 Fri. Overseas Committee, 2 p.m. 
9 Wed. Remuneration Subcommittee, Occupational Heaith 


Committee, 10.30 a.m. 

17 Thurs. G.M.S. Committee, 10.30 a.m. 

29 Arrangements Committee (Edinburgh, 1959) 
2 p.m. 


Branch and Division Meetings to be Held 


BiRMINGHAM Division.—At Guild of Undergraduates Union, 
Edgbaston, Tuesday, December 18, 8 to 9.30 p.m., sherry party 
for members and their ladies. 

CAMBERWELL Dtivision.—Friday, December 21, visit to The 
Times. Meet in Printing House Square at 8.30 p.m. 

Crry Drvistox.—At Committee Room “A,” B.M.A. House, 
Tavistock Square, W.C., Tuesday, December 18, 8.30 p.m., meet- 
ing. Dr. B. E. Schlesinger: “ Tonsillitis, Tonsillectomy, and 
Rheumatism.” Any B.M.A. members, especially those of St 
Pancras Division, are invited, together with spouses or other 
guests. 

LAMBETH AND Drvision.—At Lambeth Hospital, 
Brook Drive, Kennington Road, S.E., Tuesday, December 15, 
2.30 p.m., clinical meeting. 

LANCASTER Divisiton.—At Midland Hotel, Morecambe, Friday 
December 21, 7.30 p.m. to 2 a.m., Sth annual ball 

Leeps Division.—At Littlewood Hall, General Infirmary at 
Leeds, Wednesday, December 19, 8 p.m., meeting. Lecture by 
Professor =. J. Wayne: “* Uses and Abuses of Some Modern 
Drugs.” 

NortH Mippiesex Diviston.—-At Committee Room, North 
Middlesex Hospital, Silver Street, Edmonton, N., Tuesday, 
December 18, 8.30 p.m., meeting. Dr. Norman Whittaker 
* Diabetes Mellitus.” Medical guests are invited. 

OtpHaM Diviston.—At Albion Club, Queen Street, Oldham 
Monday, December 17, 9 p.m., meeting Dr. Fred Janus 
“ Diagnosis and Treatment of Some Eye Diseases Commonly 
Met with in General Practice.” 

SOUTHAMPTON Division.—At Conference Room, Civic Centre, 
Southampton, Wednesday, December 19, 8.30 p.m., general meet- 
ing in conjunction with B.D.A. Address by Mr. E. J. Dalling 
F.D.S. R.C.S.: “ Oral Surgical Cases of Interest to Both Medical 
and Dental Practitioners.” 

SoutH Mipp.esex Division.—At Casino, Tagg’s Island, Mon- 
day, December 17, 8.45 p.m., annual general meeting. 

SoutH SHie_tps Diviston.—At Ingham Infirmary, South Shields. 
Wednesday, December 19, 8.30 p.m., meeting. Address by Mr 
F. E. Stabler; “* Toxaemia of Pregnancy.” 


Meetings of Branches and Divisions 


Stockport Division 


The annual general meeting was held at Alma Lodge Hotel on 
October 16, 1956. Forty-two members were present. The follow- 
ing officers were elected : 

Chairman.—Dr. J. F. Crabtree. 

Vice-chairman.—Dr. J. Donaldson. 

Hon. Secretary —Dr. G. B. Hirst. 

Assistant Secretary.Dr. J. C. Babbage 

Public Relations Officer—Dr. J. D. Wyness. 


The following resolutions were carried unanimously: (1) That 
this meeting deplores the action of H.M. Government in declining 
to consider the request of members of the medical profession for 
the adjustment of the betterment factor to present-day conditions, 
as envisaged in the Spens Report. (2) That this meeting supports 
the Negotiating Committee in its efforts to obtain remuneration 
adjusted to present-day values. (3) That in the event of failure 
on the part of the Negotiating Committee to effect a reasonable 
cettlement, mass resignation hem the National Health Service 
should be considered. (4) That by contemporary standards, and 
having due regard to their responsibilities and long working 
hours, the salaries of hospital resident staffs are inadequate, and 
this meeting therefore calls upon the B.M.A, to take immediate 
steps to better their conditions, particularly with respect to: 
(1) a married person's allowance; (2) an absolute increase in 
salaries for all grades of resident staff. 
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The right diet 


at your 
fingertips 


This filing box, designed for the consulting room desk, contains 
an indexed supply of diet cards for 16 different conditions. The 
cards are planned to include specimen daily menus which 
facilitate the patient’s co-operation and save the doctor’s time. 
This is one of the services offered free of charge to the medical 
profession by the Energen Dietary Service. 

In special cases, clinical considerations often necessitate the 
preparation of a diet which takes into account the individual 
requirements of the patient. On receipt of the appropriate in- 
formation from the practitioner, such diets can be specially 
constructed and sent through the post; or a consultation can 
be arranged with a senior dietitian. 

The Energen Dietary Service is staffed by fully qualified dieti- 
tians, under close medical supervision. It offers independent 
information and assistance to the medical profession in all 
dietary and nutritional matters. 


Requests for this Diet 
Card Filing Box, or other inquiries should be addressed to: 
THE ENERGEN DIETARY SERVICE, 25A, BRYANSTON SQUARE, LONDON, W.1. TELEPHONE: AMBASSADOR 9332, 


ENERGEN DIETARY SERVICE 


AVAILABLE ONLY IN THE UNITED KINGDOM. 


Crystal clear 
vision 
whatever 
the weather 


THE NEW ALL ELECTRIC WINDSCREEN WASHER 


@ Simple to install 
UK | Ly @ Simple to operate 
@ Fully automatic 

operation 


Available for both 


JOSEPH LUCAS . t 
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Will it be a boy or a girl? Soon the anxious waiting will be ended. Soon everyone 
will know. Today and every day people put their trust in medicine . . . and doctors 
and nurses put their trust in BRITISH OXYGEN equipment and gases. 


() BHRATISH OXYGEN 


BRITISH OXYGEN GASES LTD., MEDICAL DIVISION, GREAT WEST RCAD, BRENTFORD, MIDDLESEX. 


Makers and suppliers of anaesthetic, analgesic and therapeutic equipment and gases 
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The graph above is of an experiment to measure 
the effect of Transvasin on skin temperature 
on a subject. The solid line plots the skin tempera- 
ture before and at intervals after a single application 
of one inch of cream (0.924 grams) from a tube of 


T 1S generally agreed that cases of soft-tissue rheuma- 
| tism and of many types of arthritis benefit by hyper- 
aemia of the affected tissues. Transvasin, which contains 
two quick-acting esters of nicotinic acid, induces such a 
deep and prolonged hyperaemia at the same time as it 
produces superficial erythema. 

In addition to the esters of nicotinic acid, Transvasin 
contains the fat- and water-soluble esters of salicylic and 
p-aminobenzoic acids. Both these well-tried analgesic 
drugs are readily conveyed through the skin in therapeutic 
quantities and enable an effective concentration to be 
built up where they are needed. 

Transvasin is now being widely prescribed, with 
successful clinical results. Since a very small quantity is 
sufficient for each application, the cost of treatment is 


extremely low. 


LLOYD-HAMOL LTD., 11 WATERLOO PLACE, LONDON, S.W.1. 


Transvasin. The broken line gives similar information 
with regard to the application of a plain vanishing 
cream used as a control. Skin temperatures were 
measured with an electro-thermo couple every 
five minutes for two hours. 


COMPOSITION 
Salicylic acid tetrahydrofurfuryl-ester... 
Nicotinic acid ethyl-ester ... 2% 
Nicotinic acid n-hexyl-ester ... 
p-Aminobenzoic acid ethyl-ester ... ida 2% 
Water-miscible base ad ... --- 100% 


Transvasin is available in | oz. tubes, basic N.H.S. price of 
2/6, + Purchase Tax, and is not advertised to the public. 
Samples and literature will be gladly sent on application. 


Transvasin 


WHitehall 8654/5/6 


* Transvasin’ is a registered trade mark of Lloyd-Hamol Limited 
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A SPENCER SUPPORT for Intervertebral Disc 


In both conservative and surgical treatment of intervertebral disc, application of a back 
support is usually indicated.* We invite the surgeons’ investigation of Spencer as an 
adjunct to treatment. Each Spencer is individually designed, cut and made for each 
patient—after a description of the patient’s body and posture has been recorded and 
detailed measurements taken. Thus, individual support requirements are accurately 
met. The Spencer Spinal Supports shown incorporating 
rigid Spinal brace were individually designed for both man 
and woman patients. Note exterior pelvic binder for added 
pelvic stability. 


For further information and Brochure on Spencer Supports write to 


SPENCER (BANBURY) LTD 


Consulting Manufacturers of 
SURGICAL & ORTHOPAEDIC SUPPORTS 
Spencer House . Banbury . Oxfordshire 
Tel. : 2265 


APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 


Trained Retailer-Fitters resident throughout the Kingdom; name and address of 
nearest Fitter supplied on request. 


BRANCH OFFICES: 


LONDON: 2, South Audley Street, W.!. Tel.: GROsvenor 4292. 

MANCHESTER: 38a, King Street, 2. Tel.: BLAckfriors 9075. 

LIVERPOOL: 79, Church Street, |. Te/.: ROYai 4021. 

LEEDS: Victoria Buildings, Park Cross Street, |. (Opposite Town Hall Steps.) 
Tel.: Leeds 3—3C82. 

BRISTOL: 44a, Queens Road, 8. Tel.: Bristol 24801. 

GLASGOW: 86, St. Vincent Street, C.2. Tel.: CENtra! 3232. 

EDINBURGH: 30a, George Street, 2. Tel.: CALedonioan 6162. 


© Ruptured Intervertebral 
Dise and Sciatic Pain 
“Journal of Bone and Joint 
Surgery,” 29, 429.437 
(April, 1947). 


Copyright B.M.J.12 56 
“| An Unna’s type bandage, always ichthammol 2°; zinc paste with 
moist, always ready to use. There are urethane 2°, and ichthammol 2°, ; The Dalmas Doctor's Cabinet 
five varieties, all conforming to the zinc paste with urethane 2°, and Contains 180 waterproof dressings 
specifications of such bandages in calamine 5.75%: zinc paste on cight sizes and shapes plus a 
n ands ala 15%; paste with rool ng 
the Drug Tariff. The medicaments coal tar 3°). vi ee 
DALMASLTD. LEICESTER & LONDON Established 1823 
ab 5 56 
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Some minutes after applica- 
tion the skin becomes flushed 
and there is a comforting feel- 
ing of warmth which persists 
for many hours. 


Rubriment relieves pain in 
such conditions as muscular 
rheumatism, fibrositis, strains 
and sprains. 


A new long-acting rubefacient— 


safe and effective 


Rubriment is a product of original research. 

For some years it has been known that some chemicals 
when applied to the skin produce redness and warmth. 
Rubriment is based on a new substance, the benzyl 
ester of nicotinic acid, which has been demonstrated to 
give a long-lasting rubefacient effect without any damage 
or irritation to the skin even after prolonged and re- 
peated application. 

Ten minutes after application of Rubriment there is a 
comforting feeling of warmth and the area is seen to be 


flushed. This redness is due to the dilatation of the small 
cutaneous blood-vessels. This persists, without danger 
of irritation to the skin. Clinical reports have been re- 
ceived of the efficacy of Rubriment for the relief of pain 
in such conditions as muscular rheumatism, lumbago, 
fibrositis, strains and sprains. The immediate and pro- 
longed vasodilatory action of Rubriment also provides 
effective relief for unbroken chilblains. 

Whenever counter-irritation is indicated, Rubriment 
is the preparation of choice for the patient. 


Available in two forms 

Rubriment (2.5°% nicotinic acid benzyl ester and 0.1% 
Capsicin) is available either as a cream or as a liniment, 
both of which are non-greasy. 

The cream is rapidly absorbed and needs only gentle 


application. Jt is supplied | in tubes of 20%. (Approx.). 
BASIC PRICE to N.H.S., 2/24. 

The liniment lends itself to massage, if this is required. 
It is supplied in — of 2 fl. ozs. (approx.). BASIC 
PRICE to N.HS., 


Directions for use Apply Rubriment to the affected 
area. As Rubriment causes a stinging sensation in contact with 
the eyes and face, the hands should be well washed after use. 

One application per day has been found to be effective for 


RUBRIMENT 


the majority of patients, though a fresh application may be 
made, if necessary, at more frequent intervals. 

Rubriment is not advertised to the public and can be pre- 
scribed on form E.C.10. 


Horlicks Limited, Pharmaceutical Division, Slough, Buckinghamshire 


Arch. Derm., 1951, 192,423. Z. ges. inn. Med., 
122, No. 37. Schweiz. med. Wschr., 
Dtsch. Gesdh. Wes., 


15, 1956 


1953, 8, No. 3,99. Hautarzt, 1952, 3, No. 7, 304. Hippokrates, 1950, 14, 378. 
1950, 80, No. 44, 1180. Munch. med. Wschr., 
1950, 5, No. 49, 1953. Derm. Wschr., 
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Derm. Wschr., 1950, 
1951, 93, No. 44, 2209. Ther. Gegenw., 1952, 91, No. 9, 344. 


1951, 123, No. 7, 145. 
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When prescribing infra-red 
or ultra-violet rays for 
self-treatment ..: 


... remember these advantages 


of PHILIPS Health lamps 


(Made in Holland) 


MODEL “8” 


This is a simply constructed and 
lightweight lamp that helps, quickly 


and comfortably, to relieve many ' 
ailments of a rheumatic nature. The : 
patient can, after medical advice, cive 
himself home treatment in a standing 
sitting or lying position and in any 


room where there is an e'ectric point 
The lamp is obtainable only on pro- 
duction of a signed medical certificate 
Price £3.3.0. 


MODEL “A” 


Basically, this is the same lamp as the 
one above. It has, however, been 
given a stream-lined, robust stand, 
the base of which enables the lamp to 
be more easily fixed to a wall and 
the rays directed downwards 
INF RAPHIL is particularly suitable 
for sportsmen and athletes, who will 
use it as an aid to massage and for the 
relief of sprains, bruises and muscular 
fatigue. Obtainable on medical certi- 
ficate only. Price £4.4.0. 


‘Ultre-violete SUNLAMP 


} 
Compact and attractive in appear- 
ance, this Philips ultra-violet lamp has 
the double advantage of portability 
and manoeuvrability. It is simple and 
tafe for your patients to use, under 
Medical Guidance, in the comfort of 
their own home. Goggles are, of 
course, essential and these are provided 
with the lamp. Again, a signed 
medical certificate ts necessary for 
purchase. Price £5.17.6. 


We shall be glad to supply further 
details of any of these lamps. Please 
address vour enquiries to 


PHILIPS ELECTRICAL LIMITED 


Electrical Appliances Div. - Century Hse — Shaftesbury Ave - London W.C.2 
UINFIOSBA 
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H. M. LANGTON & CO. LTD. 


8 Bloomsbury Square, London, W.C.I 
Tel.: CHANCERY 2071 


Agents of 


NORDISK INSULINLABORATORIUM 
GENTOFTE, DENMARK 


MEDICAL PRACTITIONERS’ HOUSE PURCHASE 
AND CAR HIRE PURCHASE SCHEMES 

10C%, ADVANCE in ap- 

HOUSE PURCHASE 


of up to 25 years, for houses not exceeding £6,000 in value. 


MOTOR CAR Hire Purchase or Rent a Car. 


Please apply to J. W.SLEATH & CO.LTD. 
Burley House, 5-11, Theobald’s Road, London, W.C.! 
Telephone: Chancery 4375/6/7 


FINANCE 


for the acquisition by 


PAYMENTS OUT-OF-INCOME 


of 


SURGERY AND OTHER FURNITURE, SURGICAL 
INSTRUMENTS, MEDICAL TEXT BOOKS, X-RAY 
APPARATUS, MOTOR CARS 


The above list is illustrative only. Under its equipment 
Purchase Plan, the company is prepared to assist doctors to 
acquire ANY article and spread the cost over a period. 


BRITISH MEDICAL FINANCE LTD. 


Tavistock House South, Tavistock Square, London, W.C.! 


TAX FREE 


equal to 7%, Gross 
(where tax s pad at the full 7 
standar rate). 
To you who should leave nothing to *‘ 
oO chance we offer a vital service 


@ All transactions commence 


@ No depreciation or 
fiuctuation of Capital and remain strictly 


®@ You can withdraw any sum private and confidential ¢ 
at any time on demand © Pully profit sharing 
@ Interest commences from 4 
date of Investment * ABSOLUTE SECURITY BA 
Your money is safe, Your interest is more! War J ™ 
Write for free brochure “Safe investments” Dep: '7 = Ba 


the LEOWN society 


CHISLEHURST: KENT Telephone Imperial 2233 (10 lines) 


BLOOD GROUPING | 

| Supplied by | 

| 

| 

Will YOU take interest! 
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caught 
in the 
act! 


This high speed photograph shows a drip of water bouncing as 
it hits the poo! below. Surface tension impedes its penetration. 


Reduced surface tension aids penetration 

We have overcome surface tension with Cetamium—the Vick 
trade mark for Cetylpyridinium Chloride. Cetamium has the 
power of lowering the surface tension of other medicinal con- 
stituents, thereby enabling them to penetrate minute crypts and 
crevices of the throat which they would not ordinarily enter. 


Germicidal action 

Cetamium is a highly efficient germicide. A relatively new 
quaternary ammonium compound, it quickly and effectively 
destroys a wide range of bacteria commonly associated with 
infections of the mouth and throat—without the creation of 
undesirable antibiotic tolerances. 

Cetamium .. . with its greater penetration and its germicidal 
action, plays an important part in the following Vick products:— 


In Vick Cough Syrup... Cetamium carries time-proved 
Vick medications, including ammonium chloride, menthol, 
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camphor and eucalyptus, right into the minute crevices of 
the oropharyngeal mucosa which ordinary liquids would 
simply bridge over. 


In Vick Throat Tablets . . . Cetamium acts not only as a 
bactericide, but lowers the surface tension of saliva, thus carry- 
ing the expectorant and pain killing constituents—ammonium 
chloride and benzocaine—of Vick Throat Tablets to a much 
greater area than would normally be possible. 


In Vick VapoMist Nasal Spray . . . Cetamium enables 
the vasoconstrictors Ephedrine and Phenylephrine Hydro- 
chloride, to spread and penetrate quickly through heavy 
mucus congestion, in order to reach the inflamed membranes. 
Also, by its strong germicidal action, Cetamium reduces the 
number of secondary invaders. 


Free samples of Vick products sent on request to: 


VICK INTERNATIONAL LIMITED, DEPT. BE, 
10, NEW BURLINGTON STREET, LONDON, W.1. 
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*Patents applied for in 
all countries, U.K. Pat- 
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CYCLOSPASMOL 


Spasmocyclone (B.S. 572)* 


Trimethylicyclohexy! 
Mandelate 

THE MILD VASODILATOR FOR THE SAFE 
LONG-TERM TREATMENT OF PERIPHERAL 
VASCULAR DISEASES. FREE FROM SIDE 
EFFECTS. CLINICAL EFFICACY CONFIRMED 
BY PLETHYSMOGRAPHIC METHODS.' 


Literature 


British Encyclopaedia of Medical Practice 1952, Voi. Ul, p. 63 


Angiology, 1953, Vol. 4, pp. 103-111, and 1956, Vol. 7 (1), pp. 27-31 
Medical Press, 1954, 231 (8), 174 
Paediatrics for the Pract itioner, 1955, Vol. 111. Chapter 135, pp. 583-592 


‘Schweiz, med. Wochenschrift, 1955, 85, 237 
'Ned. Tijdschrift v. Geneesk, 1955, 99, 1810 


“ks - Bottles of 20, 50, and 250» 100 mg. tablets 
Prescribable on E.C. 10 in the U.K 


ent No. 707227 


Made under licence from; 


N.V. KONINKLIVKE PHARMACEUTISCHE FABRIEKEN 


| BROCADES-STHEEMAN & PHARMACIA | 
AMSTERDAM - NETHERLANDS 


by: CAMDEN CHEMICAL COMPANY LTD. 
61, Gray’s Inn Road, London, W.C.1. 


Sole Agents for the United Kingdom, from whom literature and samples may be obtained on request. 
Cyclospasmol is distributed in Eire by Messrs. Dominick A. Dolan, 58 Bolton Street, Dublin 
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APPOINTMENTS CLASSIFICATION 
Applicants should state name, address, age, nationality, qualifications, and enclose and order of appearance 
(unless otherwise specified) one copy each of 3 recent %* testimonials with short : 


statement of experience and appointments held. Practices 
Applications should be sent at once if no closing date is given. F > awe ad 
Canvassing in any form will d lify. a Pee 
Trainee General Practitioners 
—_ SERVICE MEMBERS may have difficulty in supplying recent ums 
testimonials, but this should not deter them from applying. mae 
| _A fully registered medical practitioner who is liable for National Service must obtain deferment APPOINTMENTS 
| of recruitment in writing from the Central Medical Recruitment Committee or (in Scotland) including pre-registration 
the Scottish Central Medical Recruitment Committee before accepting any civilian appointment. under appropri jalty headi as follow : 
The position of provisionally registered medica! practitioners who are liable for National H 
| Service has been made clear in a notice sent to them by the Ministry of Labour and National Anaesthetics —— _ 
| Service. Bacteriology ynaecology 
| 3 Blood Transfusion Ophthalmology 
| SALARY SCALES OF JUNIOR GRADES OF HOSPITAL MEDICAL STAFF Casualty Orthopaedics 
Registrar Grades, Whole-time ! Chest and Tb. Paediatrics 
(a) REGISTRAR: Posts obtained normally not less than two years after registration as a e Pathology 
| medica! practitioner and held normally for two years: £850 per annum in the first year; £965 per Dermatology Physical Medicine 
} annum in =o gam and any subsequent years. If the post is resident a deduction of £170 per E.N.T Plastic Surgery 
| annum is made. te 
(6) SENIOR REGISTRAR - Posts obtained normally not less than four years after registration Geriatrics Psy chiatry 
as a medica! practitioner and held normally for four years; £1,100 per annum in the first year; Infectious Diseases Radiology 
£1,200 per annum in the second year; £1,300 per annum in the third year; £1,400 per annum | ag tg Radiotherapy 
in any subsequent years. If the post is resident a deduction of £200 per annum is made Medicine Surgery 7 
Other Grades, Whole-time Neurology Thoracic Surgery 
(a) HOUSE OFFICERS; Neurosurgery Urology 
(i) Provisionally registered medical practitioners: £425 per annum for the first post held; | ‘te the following order: 
£475 per annum for the second and all subsequent posts held; Consultants, S.H.M.O.s, Registrars, 
| Clinical Assistants, J.H.M.O.s, Senior 


provided that the employing authority (subject in the case of a Hospital Management Committee 
to the consent of the Regiona! Hospita! Board) shall have discretion to determine that the remun- 
eration of any officer holding his first post in the National Health Service as a House Officer 
shall be £475 per annum if they are satisfied that the officer has held at least one hospital! post 


House Officers, House Officers, Pre- 
registrations 


} outside, of not less than six months’ duration, involving clinical responsibilities equivalent to | “ - 
} those of house posts in the National Health Service and supervised by appropriate specialist staff Public Health Educational and 
(ii) Fully registered medical practitioners ; £525 per annum for any post held ; | Services Lectures 
provided that in exceptional! circumstances, subject to the consent of the Minister, this rate may | Commercial Situations (Non-med.) 
be exceeded by up to £50 per annum where a post cannot be tilled otherwise Industrial Receptionists, etc. 
In each case under sub-sections (i) and (i!) above, a deduction of £125 per annum in respect us ria Consulting Rooms, etc. 
of board and lodging and other services provided shall be made and each post shall be tenable Republic of Ireland Cruises and Tours 
for six montis Oversea Hotels . 
(6) SENIOR HOUSE OFFICER: Posts obtained normally not less than one year (in lei “ 
Scotland, two years) after registration as a medica! practitioner and normally held for one year University and Miscellaneous 
only: £745 per annum. If the post is resident a deduction of £150 per annum is made Research Homes 
MEDICAL OFFICER: Officers who have held house appoint- Notices Agents 


| (c) JUNIOR HOSPITAL 
ments but who are not Registrars and who have less responsibility than other hospital officers 
of non-consultant status: £775 (for an officer appointed not less than one year after full registration 

if the post is resident a deduction of 


Rates are shown on the Inside Back Cover 


MEMBERS ABROAD. 


| as a medical practitioner) by £50 to £1,075 per annum Copies of vacancies 

£170 per annum is made. £ es : advertised in the Journal can be sent by AIR 

| ALL NATIONAL HEALTH SERVICE HOSPITAL APPOINTMENTS ARE MAIL. The minimum cost is % per week. which 1 
covers up to three separate headings: additional 


headings Is. each. 
Please state type of vacancy and remit to the 
Advertisement Director, B.MJ 


IN ACCORDANCE WITH THE TERMS AND CONDITIONS OF SERVICE 
OF HOSPITAL MEDICAL STAFF 


(21.9 
LONDON ~ middie January. Western 
sics. Single. river, with or without car.—Box 
CHRISTMAS, 1956 Practitioners who would like information A.2976, J 
— regarding any small practice vacancics during 1957 » . 
should write to the Clerk of the Council before — 
ALL CLASSIFIED ADVERTISEMENTS | December 31. 1956. Information as to such | car allowance. Eneellent fat 
practices will then be given if vacancies arise . ~ 
should reach the London Executive Council Insurance House. pute provided No view,—Box 
“i ce Street 747 
i r te 
Advertisement Director by Wanted, January 2, full-time Assistant. East 
postal delivery on — Single. Able to drive -—-Box A_3058, 
PRACTICES (Offered) ' 
TUES., Dec. 18, for Dec. 29 issue ; — a2 Wanted, Male Assistant in Cambridge. Single 
OPHTHALMIC PRACTICE, PRIVATE AND or married Self-contained flat availabic. Apply 
f supplementary, West Country university city, ven- Box A.30S7, BMJ 
i i r do migrating Nominal purchase pri plus 
Cancellations andor corrections fo Wanted, married male Assistant, midwifery 
BMJ experience Industrial practice, Midlands £1,000 
per annum gross 


the issue of December 29 cannot be 
effected if received in this office after 
4 p.m. on December 19. 


PRACTICES (Executive Councils) 


For vacancies (except those in Scot'and) apply on 
Form E.C.16A, obtainable from the Executive 
Council. Mark envelope “ Vacancy.” 


LEWISHAM (Catford) 


male List at present 
approximately 1.800. Premises may be available 
“Intermediate “ arca Form of application 
(E.C. 16A) available from Clerk, London Executive 
Council Insurance Street. W.C.1 Completed 
forms t0 be received by the Council not later than 
12 nooa on Monday, December 31, 1956 (6748) 


Resigning practitioner 


1€ 


PARTNERSHIPS (Offered) 
PARTNERSHIP OFFERED TO 


Possible eventual succes- 
PA.3072, BMJ 


MIDLANDSs. 
qualified husband wife 
sion $000 list Box 


PARTNERSHIP OFFERED CHANNEL ISLANDS 
short trial, age about 30. Good hospital 

Obstetrics. Fullest details and photo- 
PA.3063, BMJ 


after 
experience 
graph. —Box 


COAST. LARGE PARTNERSHIP RE- 
quires Junior Partner Preliminary assistantship 
essential. Capital for house an advantage.—Box 
PA 3073, BMJ 


ASSISTANTSHIPS VACANT 


West Middlesex. 
house and garage.—Box 


Wanted, Assistant. 
£900 with rent-free 
A.3064, 


House available. Car casential 
Box A.3066, BMJ 


Assistant, part-time, wanted, London E.C.2 
practice. Suitable accommodation for single post- 
graduate.—Box A.3074, B.MJ 

Assistant wanted, London area. Good salary. 
Possible view.—-Box A.3065, B.MJ 

Experienced Assistant, either sex. single. Londos 
suburb, Essex. Own car. Commencing salary £1,100 
inclusive Ampie time off Small furnished flat 
(free). Starting January 1.—Box A.2960. B.MJ 


Part-time Assistant wanted. West London area. 
Suit postgraduate Car essential Accommodation 
if required -Box A W67, BMJ 


ASSISTANTS AVAILABLE 


Wanted, Avssistantship with or without view. 


Qualified 1950 Conjoint Hospitals, including 
anaesthetics, some obstetrics Services. Trainee. 
Children. Car.—Box A.3075, BMJ 
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Assistants Available—contd. 


Avsistantship decired, 10 miles’ radius, Stoke-on- 
Trent MB... BS Guy's HS HP... Obstet 
rics, Pacdiatrics. 27, marricd woman. Car owner 

Box A B.MJ 


Assistantship desired, Southern of England. 


MA ChB Protestant, single, 32, car owner 
Three years’ hospital experience, medicine and sur 
RAMS Two years GP On stetri 


lest Free in January Box A.3076. BMJ 
Assistantship required, view and rural practice 


preferred Conjoint London Hospital HS 
RAF GP Some obstetrics Car owner 
Marricd me child Capital house purchase 


Available now Box A060, BMJ 
Birmingham. Experienced woman G.P. seeks 
part-tuim Assistantship permancnt Of temporary 
Asher, 79. Oakticld Road, Birmingham, 29 
Doctor willing to do evening surgeries, occa- 
sional nights Leeds arca..-Box A.3052, BMJ 
Experieaced woman doctor secks part-time work 
London No ties Own car and tciephone 
Box A WRI, BMJ 


TRAINEE GENERAL 
PRACTITIONERS (Vacant) 


Wanted, Trainee, country practice, single-handed. 
Two-bedroomed furnished flat availab NES 
salary car mot essentia Apply immediately 
t Dr. Starling, Eccleshall, Stafford 

Wanted, Trainee, married male preferred. Cen- 
tral Scotland Furnished accommodation availabic 
Own ca Box 7.2965, BMJ 

Buckinghamshire. Trainee required in pleasant 
semi-rural practice Box T.3053. BMJ 

Trainee, mate, single, wanted. Hebrides.— Box 
T. BMJ 

Trainee, male, single, car owner, live in. Cots- 
wold town Delightful house and garden 
Congenial company. Every amenity.—Dr. Andrews 
Tetbury. Glos 

Trainee required, early January, single, 12 miles 
N. London Car casential Live out Picasant 
working nditions £775 plus £150, plus £150 car 
allowan Box 7.3077, BMJ 

Trainee required, February 1, Clyde coast, male, 
unmarried preferred, Protestant, car owner Live 
out Time feisure or study Box 17.3054, B.MJ 


LOCUMS (Vacant) 


Locum wanted December 29 to January 12, Leeds 


suburb 22 guincas all in Box L.3070, BMJ 


Seuth London Hospital, Clapham Common, 8.W.4 


Locum Resident Medical Officer (S.H.O. grade) 
(Woman Practitioner) 

required for two weeks from January 12, 1957 

Applications to Hospital Secretary (6600 A) 


Barnet General Hospital, Welthouse Lane, 
Barnet, Herts 


Locum Tenens Registrar in Pathology 
required January 1, 1957 Apply to Hospital Sec 
retary (Barnet 7421) (HOON 


Croydon Group Pathological Laboratories 


Locum Pathologist (Consultant of §8.H.M.O.) 
required Tenancy several weeks Ap- 
plications to the undersigned.-G. A. Paines, Group 
Secretary, Hospital Management Committee, General 
Hospital. London Road, Croydon (6625) 


Leeds Regional Mospital Board 


Whole-time Locum S.H.M.0. in Chest Diseases 
for an imitial period of three months for duties at 
Killinebeck Hospital, Leeds, with regular out-patient 
clinics at Morley and Garforth Accommodation 
may be mad vailable Whole-time Locum Assis 
tant Orthopacdic Surecon (S.H.M.O. scale), Dews 
bury and Leeds Whote-time Locum Consultant 
or SH.M.O. in Psychiatry required for duties at 
Broadgate Hospital, Bevericy. for an initial period 
of three months Applications, stating age. quali 
fications, and details of appointments held (showing 
Gates), toecther with the names and addresses of 
taree referees, to the Secretary, Park Parade 
Harrogate, as soon as possible (6318) 


Shettield Regional Hospital Board 


Locum Anaesthetic Registrar 


required at the City General Hospital, Sheffield 
from January |, 1957, for three months Remun 


eration ¢17 10s. per week Apply to Secretary 
Shefficld Regional Hospital Board. Old Fulwood 
Road. Shefficid. naming two referees (6594) 
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Sheffield Regional Hospital Board 


Locum Resident Sargical Registrar 
required immediately for approximately three 
weeks at Chesterfield Royal Hospital. Remuncra- 
tion £17 10s. per week. Apply Secretary, Shefficid 
Regional Hospital Board, Old Fulwood Road 


Shefficid, naming two referees (6626) 
Sussex Eye Hospital, Brighton 


Part-time Locum Consultant in Ophthalmology 

Applications are invited from suitably qualified 
and experienced practitioners to fill a post as part- 
time Ophthalmologist (five sessions a week) from 
January 7, 1957, for about four to five months 
Applications should be sent immediately to the 
Group Secretary, Brighton and Lewes Hospital 
Management Committee Royal Sussex County 
Hospital Brighton ? (Brighton 29155), from 
whom further particulars may be obtained. (6749) 


Wigan and Leigh Hospital Management 
Committee 


Locum Assistant Chest Physician (S.H.M.O.) 
or Locum Registrar 
Post available as from January |, 1957. Duties 
include work at two busy Chest Clinics and oppor- 
tunities to gain experience in thoracic surgical 
unit Applications, with names of two referees, 
to Secretary. Knowsley House, Wigan (6650) 


Windsor Group Hospital Management Committee 
Upton Hospital, Sloegh 


Locum House Physician 
required December 31 to January 13 Applications, 
with names of two referees, to Secretary not later 
than December 19 (6281) 


LOCUMS (Available) 


Available, Locum, own car, tive in.—Box 
L.3078, BMJ 

Woman Locum available from January 1. Ex- 
perienced Car owner obstetrics. —Tel 
Beckenham 4503 


APPOINTMENTS 
ANAESTHETICS 


ST. MARY'S HOSPITAL, Paddington, W.2 


Applications are invited for the post of 
SENIOR REGISTRAR IN) ANAESTHETICS 


F.F.A.R.C.S. essential The appointment is for a 
first period of 12 months as from a date to be 
arraneed Applications, stating nationality, date 


of birth, qualifications with dates, details and 
National Health Service gradings of previous and 
present appointments, together with the names and 
addresses of three referees, should reach Alan 
Powditch, House Governor, not later than January 
2. 1957 (6737) 


ST. MARY'S HOSPITAL, W.2 


Applications are invited for the post of 
WHOLE-TIME ANAESTHETIC REGISTRAR 
Candidates should possess the DA The appoint- 
ment is for a first period of 12 months as from a 
date to be arranged Applications, stating nation- 
ality, date of birth, qualifications with dates, details 
and National Health Service gradings of previous 
and present appointments, together with the names 
and addresses of three referees, should reach Alan 
Powditch, House Governor, not later than January 
2. 1957 (6738) 


BARROW AND FURNESS HOSPITAL 
MANAGEMENT COMMITTEE 


REGISTRAR IN ANAESTHETICS 

Applications are invited for the resident or non- 
residemt post of Registrar in Anaesthetics in the 
Barrow and Furness Group of Hospitals, based at 
the North Lonsdale Hospital, Barrow-in-Furness 
Hospital approved for D.A Applications, giving 
azc, details of experience, and names of three 
referees, to Group Secretary, 105, Abbey Road, 
Barrow-in-Furness (6517) 


BOURNEMOUTH & EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE 


Poole General Hospital, Poole, Dorset 


Applications are invited for the appointment of 
RESIDENT ANAESTHETIC REGISTRAR 
The post, which is now vacant, is recognized for 
the D.A. and the F.F.A.RCS.. and is tenable for 
one year in the first instance A furnished flat is 
available Forms of application, obtainable from 
the Group Sceretary, H.M.C. Office. Royal Victoria 
Hospital, Gloucester Road. B scombe, should be 
returned to him duly completed within 14 days of 
the appearance of this advertisement (6598) 


Dec. 15, 1956 


MANCHESTER REGIONAL HOSPITAL BOARD 
Preston and Chortey Hospital Management 


Committee 
Preston Royal Infirmary 


Applications are invited for the post of 
REGISTRAR IN ANAESTHETICS 
Post recognized for F.F.A.R.C.S. examination 
Vacant January |, 1957. Application forms obtaia- 
able from the Group Secretary, Royal Infirmary, 
Preston, Lancs (6581) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


West Middlesex Hospital, Isleworth 


ANAESTHETIC REGISTRAR 
(Non-resident except on duty sights) 
Vacant immediately Possession of D.A. desir- 
able. Recognized for F.F.A.R.C.S Department 
comprises three teams and every kind of surgical 
work is carried out except Thoracic and Neuro 
Surgery Post includes work at neighbouring hos- 
pitals Application forms obtainable from, and 
returnable to, Group Secretary, South-West Middie- 
sex Hospital Management Committee, Isleworth, 
by December 29, 1956 (6714) 


SHEFFIELD REGIONAL HOSPITAL BOARD 
Beckett Hospital, Barnsley (174 beds) 
(Recognized for the F.F.A.R.C.S.) 


WHOLE-TIME RESIDENT of NON-RESIDENT 
REGISTRAR (Anaesthetics) 
required, with duties also at St. Helen Hospital, 
Barnsley (225 beds) Appointment for one year 
in first instance. Apply to Secretary, Shefficid 
Regional Hospital Board, Shefficld, by December 
28, 1956, giving age, nationality, qualifications, 
present and previous appointments (with dates), 
maming three referees (6595) 


SHEFFIELD REGIONAL HOSPITAL BOARD 
Chesterfield Royal Hospital (324 beds) 
(Recognized for the D.A. and F.F.A.R.C.S.) 


WHOLE-TIME RESIDENT REGISTRAR 
(Anaesthetics) 
with additiona| duties, when required, at other hos- 
pitals in the group Experience in all types of 
anaesthesia except for mneuro-surgery, can be 
gained. Appointment for one year in first instanc: 
Apply to Secretary. Shefficid Regional Hospital 
Board, Old Fulwood Road, Shefficid, by December 
28, 1956, giving age, nationality, qualifications 
present and previous appointments (with dates), 
naming three referces (6597) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


Rotherham Hospital, Doncaster Gate (161 beds) 
(Recognized for D.A.) 


WHOLE-TIME RESIDENT REGISTRAR 
(Anaesthetics) 
required Appointment for one year in first in- 
stance Apply to Secretary, Sheffield Regional 
Hospital Board, Old Fulwood Road, Shefficid, by 
December 28, 1956, giving age, nationality, quali- 
fications, present and previous appointments (with 
dates), naming three referees (6596) 


ST. ALFEGE’S HOSPITAL 
Greenwich, (373 beds) 
Recognized for D.A. and F.F.A.R.C.S. 


RESIDENT SENIOR HOUSE OFFICER 
(Anaesthetics) 
Vacant carly February Appointment for six 
months Salary £745 per annum, less £150 per 


annum for residence. Applications and testi- 
monials to Secretary, G. & D./H.MC., at above 
Hospital (6641) 


THE MILLER GENERAL HOSPITAL 
Greenwich, S.E.10 (180 beds) 
Recognized for D.A. and F.F.A.R.C.S. 


RESIDENT SENIOR HOUSE OFFICER 
(Anaesthetics) 

Vacant carly February Appointment for six 
months Salary £745 per annum, less £150 per 
annum for residence Applications and testi- 
monials to Secretary, G. & D./HMC. St 
Alfege’s Hospital, Greenwich, S.E.10 (6642) 


IPSWICH AND EAST SUFFOLK HOSPITAL 
Heath Road Wing, Ipswich (274 beds) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 
(Resident Anaesthetist) 

Vacant January 3, 1957 The post, which is 
normally of one year’s duration, is recognized 
for the D.A. and the F.F.A.R.C.S. examinations 
Applications Stating age. nationality, together 
with recent testimonials, to Hospital Secretary 
(6563) 


Dec. 15, 1956 


Anaesthetics—contd. 
ROCHDALE INFIRMARY 


ANAESTHETICS 
equired. Applications, with names and addresses 
two referees and full particulars, to Group 
Secretary, Central Offices, Birch Hill Hospital 
Rochdale, Lancs, as soon as possible (6420) 


SHREWSBURY HOSPITAL GROUP 


Royal Salop Infirmary and Copthorne Hospital, 
Shrewsbury (500 beds) 


RESIDENT ANAESTHETIST 
(Senior House Officer) 

Post recognized for F.F.A.R.CS. Registrar 
also employed. Vacant January 1, 1957. Applica- 
tions, and copy testimonials, to Group Secretary 
Roval Saiop Infirmary, Shrewsbury (6293) 


SUNDERLAND AREA HOSPITAL 
MANAGEMENT COMMITTEE 


RESIDENT ANAESTMETIST 
is required for duties at hospitals in the above 
Group Senior House Officer grade Post vacant 
December The post offers good practical experi- 
ence under the supervision of the visiting anacs- 
thetists The hospitals are recognized for the 
F.F.A.R.C.S. and the D.A In addition, every 
opportunity is given to attend lectures at the 


neighbouring university 12 miles away Apply to 
Group Secretary, Sunderiand Arca Hospital 
Management Commitiec, General Hospital, Sun- 
derland, naming two referees (6671) 


UNITED MANCHESTER HOSPITALS 


Manchester Royal Infirmary, Manchester, 13 


SENIOR HOUSE OFFICER 
to the Department of Anaesthetics 
to commence as soon as possible Whole-time 
resident appointment for six months, renewable for 
a second, and possibly a third, six months. Resi- 
dence £150 per annum Application form, obtain- 
able from the undersigned, to be returned by 
January S, 1957.—-G. H. Taylor, Secretary. (6750) 


WARWICK HOSPITAL (320 beds) 


SENIOR HOUSE OFFICER, ANAESTHETICS 
for dutics mainly at the above Hospital. The post 
is vacant, recognized for D.A. and F.F.A.R.CS 
Applications, with three referees, to Medical Super- 
intendent (6561) 


BACTERIOLOGY 


SOUTH-EASTERN REGIONAL HOSPITAL 
BOARD, Scotland 


WHOLE-TIME BACTERIOL OGIST 
(S.H.M.O. grade) 

to the Edinburgh Northern Group of Hospitals 
based on the Northern General Hos tal, vacant 
on March 1, 1957. Apply, with particulars of age. 
qualifications, and previous experience, and the 
names of three referees, to the Secretary. 1! 
Drumsheugh Gardens, Edinburgh, 3, by ane 

(6751) 


BLOOD TRANSFUSION 


NORTH-EAST METROPOLITAN REGIONAL 
BLOOD TRANSFUSION CENTRE 
Brentwood, Essex 


JUNIOR HOSPITAL MEDICAL OFFICER 

Required for full-time duties with mobile tcams 
at donor sessions Opportunities for training in 
blood transfusion scrology Salary £775 by £50 
to £1,075 per annum Applications, giving age 
qualifications, expencnce and names of two 


referees, to the Director as soon as possible 
(6582) 


CASUALTY 


ASHTON, HYDE AND GLOSSOP HOSPITAL 
MANAGEMENT COMMITTEE 


JUNIOR HOSPITAL MEDICAL OFFICER 
(resident), required for Casualty Department Ash- 
ton-under-Lyne General Hospital Appointment 
lumited to four years. Minimum commencing 
salary £775 per annum, bur higher salary may be 
paid according to experience and qualifications 
Apply, giving age, experience, qualifications, and 
two references, to Group Secretary, General Hos- 


pra Astvton-under-Lyn Lancs (6288) 


LAMBETH HOSPITAL, Brook Drive, S.E.11 
Applications are invited for appointment as 
CASUALTY OFFICER 
Vacant February 1, 1957 The successful candi- 
date will be required to carry out locum duties 
from January 14, 1957 The post is graded as 


S.H.O. or H.O., according to experience and is 
recognized for the F.R.CS Application forms 
from the Physician Superintendent A stamped 

(6564) 


addressed envelope should be enclosed 


BRITISH MEDICAL JOURNAL 


IMPORTANT NOTICE 
APPOINTMENTS 
Medical practitioners are requested 
not to apply 

for any appointment specified in this 
notice or for any appointment under an 
authority referred to in this notice with- 
out first communicating with the Secre- 
tary of the British Medical Association, 
B.M.A House, Tavistock Square, 
London, W.C.1, or with the Medical Sec- 
retary of the Irish Medical Association, 
10, Fitzwilliam Place, Dublin, to learn the 
views of the Association regarding the 
terms and conditions of service pertain- 
ing to the appointment: 
REPUBLIC OF IRELAND, 

PORTIUNCULA HOSPITAL, 

BALLINASLOE, CO. GALWAY. 
Visiting Stafl 


By Order of the Council, 
A. MACRAE, 
December 10, 1956. Secretary. 
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ROYAL HALIFAX INFIRMARY (301 beds) 


SENIOR HOUSE OFFICER 
in Casualty and Orthopaedic Surgery 
required Post recognized for F.R.CS Salary 
£745 per annum with deduction of £150 per annum 
for board-residence, etc Apply to the Group Sec- 
retary, Royal Halifax Infirmary, Halifax. * (6270) 


ROYAL HAMPSHIRE COUNTY HOSPITAL 
Winchester (313 beds) 


CASUALTY OFFICER 
(Senior House Officer grade) 
required, Vacant January 28, 1957 Post recor- 
nized for the F.R.C.S The appointment will be 
f six months in the first instance Applications, 
with copies of two testimonials, to the Group 
Secretary (6687) 


ROYAL HOSPITAL, Richmond, Surrey 
Acute General Hospital (121 beds) 


Applications are invited for the non-resident 
post of 
CASUALTY OFFICER 
S.H.0. grade Post vacant December 18, 1956 
Applications, with names of two referees, to the 
Administrative Officer at the above (6565) 


SOUTH SHIELDS INGHAM INFIRMARY 
(158 beds) 


CASUALTY OFFICER 
(Senior House Officer or Pre-registration) 
required early January, to work under the super- 
vision of Senior Casualty Officer. Post recognized 
by Royal Colleges, Applications to House 
Governor and Secretary (6716) 


MILLER GENERAL HOSPITAL (180 beds) 
Recognized for the F.R.C.S. Examination 


SENIOR HOUSE OFFICER 

Casualty Department Vacant early February, 

1957 Six months” appointment § (renewable) 

Previous House Officer experience essential. Salary 

£745 per annum, jess deduction of £52 per annum 

for meals Applications to Secretary, G. and D 

H.M.C., St. Alfege’s Hospital, Greenwich, S_E.10 
(6708) 


WILLESDEN GENERAL HOSPITAL 
Harlesden Road, N.W.10 


RESIDENT CASUALTY OFFICER (S.H.O. grade) 
Wanted January 7, 1957. Six months’ appoint- 
ment Post recognized under Fellowship reguia- 


tions Applications, with full particulars and 
references, to Hospital Secretary by December 27 
1956 (6724) 


GATESHEAD AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


The following post is vacant in the Gateshead 

Group of Hospitals 
Casualty 
SENIOR HOUSE OFFICER 

Applications should be addressed direct to the 
Medical Superintendent. Queen Elizabeth Hospital, 
Gateshead, 9, Co. Durham.—H. Clark, Group 
Secretary. (6745) 


HERTFORD COUNTY HOSPITAL (171 beds) 
(Hospital situated 21 miles from London) 


RESIDENT CASUALTY OFFICER 
(Senior House Officer grade) 
with attachment to Pacdiatrician and Ophthal- 
mic Consultant. Salary £745 per annum, less £150 


per annum residential emoluments Recognized 
under F.R.CS regulations Appointment to 
commence immediately Apply. with full details 


and references, to Group Secretary, Hertford 
H.MC.. County Hospital, Hertford, Herts. (6664) 


NOTTINGHAM GENERAL HOSPITAL 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Casualty) 
duties to commence January 31, 1957. Establish 


ment three. Recognized tor FRCS. Post offers 
wide experience of casualty work Applications 
stating age nationality. qualifications and experi- 


ence, together with copies of testimonials, to be 
sent to Secretary, General Hospital, Nottingham 
(S710) 


READING AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for the post of 
RESIDENT SENIOR HOUSE OFFICER 
(Area Accident and Orthopaedic Department) 
vacant mid-December, recognized for FRCS 
Duties including work in area casualty department 
at Battle Hospital, Reading (300 beds) Person 
appointed will work with Registrar and House 
Officers Apply, stating nationality, presemt post 
and qualifications, with dates, together with names 
of two referees, to Group Secretary, 3, Craven 
Road, Reading. (9649) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


General Hospital (309 beds), Middlesbrough 


Applications are invited for the appointment of 
SENIOR HOUSE OFFICER (Casualty) 

at the above Hospital. The appointment offers 
excellent experience in a very busy Department, 
for which there is a whole-time Senior Casualty 
Officer and two whole-time Senior House Officers. 
Applications, stating full details and = giving 
names for reference, should be addressed to the 
Secretary, General Hospital, Ayresome Green 
Lane, Middiesbrough (6646) 


THE GUEST HOSPITAL, Dudley (154 beds) 


SENIOR HOUSE OFFICER (Casualty) 
Post vacant January 1, 1957 Apply Group 
Secretary, Guest Hospital, Dudley, Worcs. (6658) 


NORFOLK AND NORWICH HOSPITAL 
Norwich 


Applications are invited for the following 

appointments, vacant February 1, 1957 

SENIOR CASUALTY OFFICER 

and HOUSE SURGEON 

to the Septic Block (male or female) 8.1.0. 
status Two Casualty Officers employed in the 
department Post recognized for final FRCS. 
examination requirements 

JUNIOR CASUALTY OFFICER 
(Male or female). This is a pre-registration post. 
Membership of a Medical Defence Society is a 
condition of appointment Applications, giving full 
details, with names of two referees, to Group 
Secretary, H.M.C., St. Stephen's Road, Norwich, 
by December 29, 1956 (6627) 


THE UNITED LIVERPOOL HOSPITALS 
Royal Southern Hospital 


Applications are invited for temporary appoint- 

ment to the post of 
NIGHT CASUALTY OFFICER 
(House Officer grade) 

to take up duty as soon as possible for the period 

to February 28, 1957 The post is normally 

resident Apply as soon as possible on form 

obtainable from the Secretary, The United Liver- 

pool Hospitals, 80, Rodney Street, Liverpool, 1 

(6659) 


BIRMINGHAM ACCIDENT HOSPITAL 
Bath Row, Birmingham, 15 
(215 beds and 8 House Surgeons) 


HOUSE SURGEON (Resident) 

Pre-registration post vacant January 23, 1997. 
Recognized for purpose of Casualty by RCS. 
(Ene.) Teaching programme by Consultant Staff. 
Appointment for six months, some of which may 
be spent, at applicant's request in 42-bedded 
Medical Research Council's Burns Unit Apply, 
naming two referees, to Administrator within seven 
days of this advertisement (Pr 6767) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 33 


Casualty—contd. 
LISTER HOSPITAL, Hitchia, Herts 


Applications are inv ined 
RESIDENT HOL st. SURGEON 


for duty: with Accident Service and as Urthopac 


di House Surgcon Recognized as pre-rcgistra- 
tion post and for F.R.C.S.. and becomes vacant 
on Ja 195 Applications be scent t 

Medi Administrator, Lister Hospital, Hitchin 
as nm as possible Pr.6566) 


LUTION AND DUNSTABLE HOSPITAL 
Laton, Beds 


TWO HOUSE SURGEONS 


quired fo Accident Service including Ortho- 
pacdic Deparument Vacant January |, 1957, and 
tenat for six months Recognized as pre-regis- 
tration posts and for FRCS Applications to 
t t to the Sccretary immediately (Pr 6628) 


ROYAL SUSSEN COUNTY HOSPITAL (312 beds) 


TWO CASUALTY HOUSE SURGEONS 
Duties include work in Orthopacd and Traw 


mat Unit Vacamt mid-January and February 
Recoan for pre-registration and FRCS 
Applications, stating usual particulars, and naming 
tw ef « t th Administrativ Officer, Royal 
Sussex ( nty Hospital, Brighton (Pr.6408) 


CHEST AND TUBERCULOSIS 
(see ake THORACIC SURGERY) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


ASSISTANT CHEST PHYSICIAN 
Wh time. Senior Hospital Medical Officer grade 
Hounslow Chest Clinic, 28, Bell Road. Hounslow 


Middlesex Ass ated with the clinic are 26 beds 
in Ashford Hospital, and 35 in West Middlesex 
Hospital Candidates should have good general 
medica experience and special experience in 
treatment of tuberculosis and diseases of the chest 
Clin may be visited by direct appointment 
Application forms obtainable from, and returnable 
to Se tary. North-West Metropolitan Regional 
Hospital Board. tla, Portland Place, W.1, before 
Janua <7 (672 


PADDINGTON /KENSINGTON CHEST CLINIC 
14/18 Newton Road, 2 
\ cations are invited for the post of whole 
ume 
REGISTRAR (non-resident) 
Duties im fe work at the Chest Clinic and St 
Charles’ Hospital, Ladbroke Grove, W_.10 A 200d 


general vckeround with some specialized 
knowleds th liagnosis and treatment dis 
eases of th hest is desirable Clin and Hospital 
may visited direct appointment Applica- 
na from, and returnable 

reta Committ Paddington Group 
Managecment Committ Harrow Road 


SHEFFIELD REGIONAL HOSPITAL BOARD 
Springfield Hospital, Grimsby (210 beds) 


WHOLE-TIME RESIDENT REGISTRAR 
« er and Infectious Diseases) 


required ea mmodation only This hos- 
n ’ t ct Unit and appointee 
will also have duties at Central Chest Clinic Ap- 
P tm year im first nstance Apply 
t Shefficld Regiona Hospital Board 
old 1 R ! Sheffield by D mber 28 
19%¢ ne ag nationality, qualifications, present 
and sa niments (with dates), naming 
thr ferees 


WINDSOR CHEST CLINIC 
RFGISTRAR 


required Good training in genera! medicine exsen- 
tial, and «pecial experien n chest diseases desir 
at This Clin which nr be visited by d t 
iwraneement with has hed« 
attached, and is in close contact with Harefield and 


Pinew 1 Chest Hospitals Application forms 
from, and returnable to, Secretary, Windsor Group 
HM<« Alma Road. Windsor, by Decemt 


LADYWELL HOSPITAL (Chest Lnit, 110 beds) 
(Salford Hospital Management Committee) 


App mtioms are imvited for th resident post of 
JUNIOR HOSPITAL MEDIC AL OFFICER 
at the above hospital Previous experience in the 
treatment of pulmonary ubercu S is desirabic 


There is a visiting Thoracic Surgeon and the sur- 
ecry is undertaken at Baguicy Hospita Man 
chester, which is nearby Salary mn accordance 
with scale Applications, stating agc qualifica 
tions and expericnce, together with the names of 
two referees, should be submitted immediately ¢ 
the Hospital Secretary, Ladywell H spital 
Salford, 5, Lancs (67 


BRITISH MEDICAL JOURNAL 


MOOR PARK AND HADRIAN HOSPITALS 


MEDICAL OFFICER (T.B. Service) 
Resident or Non-resident Appointment 
or S.H.O. grade according to experience 
Apr ations. with names of two referees, to Group 
Secretary Preston Hospital, North Shields, as 


s00Nn as Possible (6567) 


PLAISTOW HOSPITAL 
Samson Street, London, E.13 


Applications are invited for appointment of 
SENIOR HOUSE OFFICER (Resident) 
to the Chest Unit and Infectious Diseases Unit at 
the above hospital for twelve months from January 
w, 1957 Previous experience in diseases of the 
est is desirable Exceliemt experience is afforded 
in the investigation of chest and infectious diseases 
cases and there are good facilitics for postgraduate 
study for the M R.C.P. examination Applications 
with copies of recent testimonials, to M. J. Huntiey 
Group Secretary West Ham Group Hospital 
Management Committee. Stratford. London, E.15 
by December 19, 1956 (6460) 


SULLY HOSPITAL, Sully, Penarth, Glam 
(Thoracie Cenatre—324 beds) 


SENIOR HOUSE OFFICER (Medical) 
required, commencing February, 1987. Experience 
available in investigation and treatment of all lung 
and heart diseases in adults and children Form 
wf application from Group Secretary, 44, Cathedral 
Road, Cardiff (6297) 


LONDON CHEST HOSPITAL 


Two vacancies occur February 1, 1957, for 
RESIDENT HOUSE PHYSICIAN 
Appointment for six months, four in London, two 
at the country branch, near Letchworth, and post 
graded as House Officer Duties include work in 
the out-patient department and refill clinic, as well 
as in wards Applications, stating date of birth 
qualifications (with dates), and previous appoint 
ments heid with copies of three testimonials 
should reach the undersigned not later than Decem 
ber 18. 1956 Thomas Brown. House Governor 
London Chest Hospital, E.2 (6174) 


DERMATOLOGY 
ST. THOMAS’ HOSPITAL, London, S.E.1 


SENIOR REGISTRAR to the Skin Department 

For a period of one year in the first instance 
Applications, naming two referees, to the Clerk 
of the Governors by December 28, 1956 (6704) 


THE HOSPITAL FOR SICK CHILDREN 
Great Ormond Street, London, W.C.1 
Applications are invited for the posts of 
SENIOR REGISTRAR 
to the Skin Department, which will be vacant in 
February, 1987 Attendances will be required on 
Thursday afternoons Further particulars and form 
W application, which must be returned not later 


than January 14, 1957, are obtainable from the 
indersigned.--H. F. Rutherford, House Governor 
Secretary (6788) 


Dec. 15, 1956 


TUNBRIDGE WELLS GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for the post of 
PART-TIME CLINICAL ASSISTANT 

to the Ear. Nose and Throat Department of 
Keat and Sussex Hospital, Tunbridge Wells, wor 
ng under the gencral direction of the Consulta 
E.N.T. Surgecons The post is at present for three 
sessions a week, salary £175 per annum per scasi 
Applications, stating age, qualifications and exp 
ence with names of referees. to Group Secret 
Sherwood Park. Tunbridge Wells. Kent (h71 


ROYAL HOSPITAL, Newport, Mon 
60 beds—10 residents) 


JUNTOR HOSPITAL MEDICAL OFFICER 
or SENIOR HOUSE OFFICER 
required about January 23. Post covers 23 E.N.T 
and 8 Eye beds Recognized D.L.O Good 


experience. Write, quoting two referees. to 
T \. Jones, Group Secretary, 64, Cardiff Road 
Newport, Mon (6583) 


GLASGOW ROYAL INFIRMARY 


SENIOR HOUSE OFFICER 
in Ear, Nose and Throat Surgery 
Write, giving three names for reference, not 
later than December 22, 1956, to the Secretary 
Board of Management for Glasgow Royal 
Infirmary and Associated Hospitals, 135, Buchanan 
Street. Glasgow, C.! (6676) 


MAIDSTONE, KENT COUNTY OPHIHALMIC 
AND AURAL HOSPITAL (113 beds) 


Mid-Kent Hospital Management Committee 
Applications are invited for the appointment of 


SENIOR HOUSE SURGEON 
in the Ear, Nose and ThroateDepartment of the 


above hospital! Post vacant mid-December, 1956 
There are $5 E.N_T. beds and six specialist operat- 
ing sessions cach week Valuable expericnce is 
availabic, and the post is recognized for the pur- 


pose of the F.R.CS and the D.L.O Salary wilt 
be £745 a year. less £150 a vear for residential 


emoluments Applications to the Admuinistratry 
Officer, Kent County Ophthalmic and Aural H 
pital, Maidstone Kent (S041) 


THE UNITED LEEDS HOSPITALS 
The General Infirmary at Leeds 


on HOUSE OFFICER 
E.N.T. Department 


required for a pve of six months Post vacant 
now Terms and conditions of service for hospital 
medical staffs apply Applications, giving details 


of age. qualifications, posts held (with dates), and 
three names for reference, should be sent to th 
Secretary to the Board as soon as posibic 6424) 


TINDAL GENERAL HOSPITAL 
Aylesbury, Bucks (260 beds) 


HOUSE SURGEON (E.N.T.) 
Post vacant January 14. 1947 Derartmen’ has 
a high turnover with four Out-patient Clinics week 
Recognized for and FRCS N 


casualty department Pre-registration post mut 
registered practitioners invited to apply Apply 
with copies of two testimonials, to the Administra- 
tive Officer (S718) 


STOBHILL GENERAL HOSPITAL, Glasgow, N.1 
Dermatology Unit (120 beds) 


Applications are invited for the post of 
HOUSE OFFICER (Pre-registration) 
for the six months beginning February 1, 1957 
and should be addressed to the Medical Superin- 
tendent, giving the names of two referees 
(Pr.6655) 


FAR, NOSE, AND THROAT, ETC. 


ST. MARY'S HOSPITAL and NORTH-WEST 
METROPOLITAN REGIONAL HOSPITAL 
BOARD 
(Paddington General Hospital) 


PART-TIME REGISTRAR TO THE FAR, NOSE 
AND THROAT DEPARTMENT 

Applications are invited for the above post 

uccesstul candidate will be required to under 
take, as as px cight sessions per weck 
as follows I n mal half<lays. St. Mary's 
Hospital and Pa ddington Green Children’s Hos- 
pital; three notional half-days, Paddington General 
Hospita Applications, stating nationality, date 
of birth. permanent address, qualifications (with 
dates), details and National Health Service gradi nas 
of previous and present appointments, together 
with the names and addresses of three referees 
should reach Alan Powditch, House Governor. 
St. Mary's Hospital, W.2, not later than December 
2%, 1956 (6475) 


IPSWICH AND EAST SUFFOLK HOSPITAL 
Angleses Road Wing (356 beds) 


Applications are invited for the post of 
HOUSE SURGEON 
to the Ear, Nose, and Throat a nd Ophthalmic De- 
I 


partments, vacant on Decemb 1S, 1956 he 
post is recognized for pre- eeniamaion and tor th 
D.L.O. examination Applications, giving full pa 
ticulars, and copies of recent testimonials. to Hos 
pital Secretary (Pr 


GERIATRICS 
ST. GEORGE'S HOSPITAL, Hornchurch 


JUNIOR HOSPITAL MEDICAL OFFICER 
(Resident) 
required from January |. 1957, at this hospita 
which accommodates 404 chronic sick paticnts 
The post offers excellent Geriatric experience 
Applications should be forwarded to the Secretary 
Romford Group H.M.C., Oldchurch Hospital 
Romford, as soon as possible (6629) 


GENERAL HOSPITAL, Sunderland 


Applications are invited for the pegetenen 
SENIOR HOUSE OFFIC 

to the Geriatric Unit, General sad Sunder- 
land, Consultant Physician in Charge. Post 
vacant January 8, 1957 Apply immediately 
naming two referees, to the Hospital Secretary. 
the General Hospital, Chester Road, Sunderland 

(6672) 


| = = | 
— 


Dec. 15, 1956 


Geriatrics—contd. 


BRIGHION AND LEWES HOSPITAL 
MANAGEMENT COMMITTEE 


Brighton General Hospital 


HOUSE PHYSICIAN (Geriatrics) 

Applications are invited for the position of 
House Physician to the Geriatric Unit This is a 
large unit with an active rehabilitation section 
which provides excelient clinical facilities Vacant 
February 1 Applications, stating usual particular: 
together with copies of recent testimonials, should 
be sent to the Physician Superintendent. Brighton 
General Hospital, Elim Grove. Brighton, 7. (6376) 


OLDHAM AND DISTRICT GENERAL 
HOSPITAL 


HOUSE PHYSICIAN (Pre-registration) 

Applications are invited for the above post 
vacant immediately The successful candidate wil! 
undertake dutics in the Geriatric and Medica 
Units The Geriatric Unit is under the direction 
of a whole-time Consultant Physician (Geriatrician) 
Applications, giving the names and addresses of 
two referees, to be forwarded to the Group Sec- 
retary, Central Offices, Rochdale Road, Oldham 
quoting Ref. No. E/1t! (Pr.6468 


STOBHILL GENERAL HOSPITAL, Glasgow, N.1 
Acute Geriatric Unit (70 beds) 


Applications are invited for the post of 
HOUSE OFFICER (Pre-registration) 
for the six months beginning February 1, 1957, 
and should be addressed to the Medical Superin- 
tendent, giving the names of two referees 


(Pr.6654) 


INFECTIOUS DISEASES 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR IN INFECTIOUS DISEASES 
Castle Hill Hospital, Cottingham (167 Infectious 
Diseases beds) Resident Applications, stating 
age, qualifications, and details of present and 
previous appointments (with dates), together with 
the names and addresses of three referees, to th 
Secretary, Joint Registrars Committee, Park Parade 
Harrogat by January §, 1957 (6630) 


HENDON ISOLATION HOSPITAL 
Goldsmith Avenue, London, N.W.9 
(92 infectious diseases beds and 
20 gynaecological beds) 


JUNIOR HOSPITAL MEDICAL OFFICER 


resident required Previous similar expenence 
essential Apply stating age, nationality qualt- 
fications and experience to Group Secretary 


Edeware General Hospital, Edeware, Middlesex 
by December 29 (6800B) 


GENERAL HOSPITAL 
Shooters Hill, Woolwich, 5.E.18 


SENIOR HOUSE OFFICER 
(Infectious Diseases Lait) 
Vacant January | This unit provides excellent 
experience and is one of the Regional Centres for 


the treatment of Bulbar Poliomyelitis The appoint- 
ment is expected to include Pacdiatrics, with the 
opening of a new ward early in 1957 Apply t 
Group Secreta Memorial Hospital, Woolwich 
SE.18 (6440) 


CHERRY TREE HOSPITAL 
(Isolation, 96 beds), Stockport 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 
Applications, stating age, expericnce, and qualifica 
tions toeether with copics of two testimonials, 
addressed to the Group Secretary, Stockport 
S9B. Shaw Heath. Stockport 
(6647) 


to de 


and Buxton H.M.C 


GATESHEAD AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


The following post is vacant in the Gateshead 

Group of Hospitals 
Infectious Diseases 
SENIOR HOUSE OFFICER 

Applications should be addressed direct to the 
Medical Superintendent. Queen Elizabeth Hospita 
Gateshead, 9, Co Durham.—H. Clark Group 
Secretary (6746) 


BELVIDERE INFECTIOUS DISEASES 
HOSPITAL 


JUNIOR HOUSE OFFICER (Pre-registration) 

The appointment will be for six months from 
February 1 next, and is a recognized pre-registra- 
tion post in Medicine Apply in writing, giving 
two names for reference, to the Medical Superin 
tendent, Beividere Infectious Diseases Hospital 
London Road, Glasgow (Pr.6677) 


BRITISH MEDICAL JOURNAL 


MEDICINE 
WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointments 
TWO CONSULTANT PHYSICIANS 
in charge of wards, Southern General Hospital, 
Glasgow These appointments will be on the part- 
ume basis of seven notional half<days per week 
Applications (16 copics), stating date of birth 
qualifications expericnce present apPomniment 
and the names of three referees, to reach the Scc- 
retary, Western Regional Hospital Board. 64. West 
Regent Street, Giagow, C.2, not later than 30 days 
after the publication of this advertisement These 
appointments are sub,ect to the National Heaith 
Service (Scotland) (Superannuation) Regulations 
(6739) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Royal London Homoevupathic Hospital, 
Great Ormond Street, W.C.1 (183 beds) 


TWO VACANCIES 
(Senior Hospital Medical Officer) 
each for two half-days a week, exist on the 
Medical Staff of this hospital Candidates should 
be Fellows or Members of the Faculty of Homoc« 
pathy Hospital may be visited by direct appoin: 
ment Application forms obtainable from, and 
returnable to, Secretary, North-West Metropolitan 
Regional Hospital Board, Ila Portland Place 
W.1, before January 14, 1957 (6726) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Royal London Homoeopathic Hospital, 
Great Ormond Street, W.C.1 (183 beds) 


A VACANCY (Registrar) 
for two half-days a week cxists on the medical 
staff of this hospital. Candidates should be Fellows 
or Members of the Faculty of Homocopathy. Hos- 
pital may be visited by direct appointment Ap 
plication fagms obtainable from, and returnable to 
the Sccretary of the Hospital before January 14, 


(6798) 


CHERTSEY, SURREY, ST. PETER’S HOSPITAL 
(430 beds) 


Applications are invited for the post of 

SENIOR MEDICAL REGISTRAR 
The hospital may be visited by arrangement with 
Physician Superintendent (Tel Ottershaw 441) 
Application forms can be obtained from the 
Group Secreta Woking and Chertsey H.M.C 
* Huntington Guildford Road, Chertsey. Closing 
date December 29 “ (6568) 


LIVERPOOL REGIONAL HOSPITAL BOARD 
St. Helens and Peasiey Cross Hospitals 


Applications are invited for the post of 
MEDICAL REGISTRAR 
with duties at the above hospitals A house ts 
available required Forms of application from, 
ind to be returned to, Dr. T. Lioyd Hughes 
Senior Administrati Medical Officer. Liverpool 


Regional Hospital B 1, 19. James Street, Liver- 
wol, 2. to i received not later than December 
9 19°6.—Vincent Collinge, Secretary to the 
Board (6712 


SOUTH-EASTERN REGIONAL HOSPITAL 
BOARD, Scotland 


SENIOR REGISTRAR IN MEDICINE 
in the Northern Group of Hospitals. Initially the 
duties will be in the Gastro-Intestinal Unit and 
ater in a General Medical Unit at the Western 
General Hospital for an approximately cqual time 
Apply, stating age. qualifications and previous ex- 
serience. and the names of three referees, to the 
Secretary 1! Drumsheugh Gardens, Edinburgh 
from whom further particulars may be obtained) 
by January § (6690) 
SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Port‘mouth Group Mospital Management Committee 


Applications are Invited for 
MEDICAL REGISTRAR 
to the Portsmouth Group of Hospitals, vacant 
January | §7 Forms of application may be 
obtained from the Group Secretary Portsmouth 
Hospital Management Committce, Saint 
Hospital, Portsmouth. which should be 
returned to him, duly completed. on or before 
December 24, 1956 Canvassing will disqualify 
Candidates are invited to visit the hospitals by 
arrangement (6774) 
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WESTERN REGIONAL HOSPITAL BOARD 


Applications are imvited for the following 
appointment, which will be for ome year in the 
instance 

REGISTRAR IN MEDICINE 
Based at the Victoria Infirmary, Glasgow Appli 
cations (12 copies), stating date of birth, qualifica- 
trons expericnce, present appointment, and the 
names of three referees, to reach the Secretary, 
Western Regional Hospital Board, 64 West 
Regent Strect, Glasgow, C.2, by December 29 
1956 This appointment is subject to the Nationa 
Health Service (Scotland) (Superannuation) Regu 


lations (6740) 


FORESTHALL HOSPITAL, Glasgow, N. 
(640 hospital beds for long-term sick) 


JUNIOR HOSPITAL MEDICAL OFFICERS 
(Three vacancies) 
Applicants must have been qualified for two 
years and have had experience as house officers in 


general hospitals Ihe present establishment is 
for five J.HM.O.s, and they are encouraged to 
spend part of their time at 4 nearby teaching hos 


pital to main‘ain their intercat in general medicine 
Faciliues and supervision are also provided for 
medical officers washing tw pursue clinical research 
in preparation tor higher degrees Living-in 
optional Applications, with the names of three 
reterces, should be sent to the Administrative 
Medical Officer, Foresthall, 657, Edgctauld Road 
G asgow, N (6449) 


INGHAM INFIRMARY, South Shields 


TWO HOUSE PHYSICIANS 
(Pre-registration, first or second posts) 
or SENIOR HOUSE OFFICERS (Medicine) 
according to experience, required January 7, 195 
his is an acute general hospital with the usual 
special departments. including a children’s ward, 
staffed by whole-time and visiting consultants 
Applications to House Governor and Secretary 


MAIDENHEAD HOSPITAL, Berks 


Applications invited for post of 
RESIDENT SENIOR HOUSE OFFICER 

(General Medical) 
at above hospital. with dutics at Maidenhead St 
Mark's Hospital (mainly Geriatric cases), and at 
Maidenhead Isolation Hospital! Applications 
stating agc, qualifications, experience, and nation- 
ality, with names of three referces, to Secretary 
(6602) 


MID-WILTS HOSPITAL MANAGEMENT 
COMMITTEE 


Devizes Hospital, Devizes, Wilts (60 beds) 

Applications are invited from registered medical 
practitioners (male or femalc) for the appointment 

SENIOR HOUSE OFFICER 

The appointment, which is a single-handed one 
s now vacant The post offers valuable experi 
ence in medicine, surgery and anaesthetics, and is 
particularly suitah! for any practitioner intending 
to go Into general practice Salary will be £74 
ner annum, from which a charge of 141450 per 
annum for emoluments will be deducted if resident 
\lternatively, an unfurnished house may be avail- 
able on a serv tenancy at a reasonable renta 
An with full details, to the Secretary (6691) 


NEWTON ABBOT HOSPITAL, 5. Devon 
SENIOR HOUSE OFFICER (Medicine) 


male female required December 1954 
Duties divided equally between 20 acute medical 
beds in General Section and 140 gecriatr beds 
This officer is also required to stand in when Senior 
House Surgeon otherwise engaged Married quarters 
ivailabie Applications Stating qualifications 
nationality, agc. with copy testimonials, to be sent 
to the Group Secretary. Torquay District Hospital 
Management Committee, Torbay Hospital, Torquay 
S. Devon S41) 


SOUTH SHIELDS GENERAL HOSPITAL 


TWO HOUSE PHYSICIANS 
(Pre-registration, first or second posts) 
or SENIOR HOUSE OFFICERS (Medicine) 
according to experience, required on January 1$ 
and 29. 1957, respectively. in this busy well 
equipped hospital Resident staff in Medical 
Department consists of a Medical Registrar and 
three House Officers Applications to Medical 
Superintendent (6718) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 33 
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Medicine— contd. 


WOKING VICTORIA HOSPITAL 
Woking, Surrey (72 beds) 


SENIOR HOUSE OFFICER 
(post-registration 


Required for Medica Sur i and Casualty 
fut Post vacant lan ry | 1947 Ay y, with 
nials. to Hospital Secretary (6631) 


WORCESTER ROYAL INFIRMARY 


ations invited for the post 


SENIOR HOUSE OFFICER IN MEDIC INE 


(resident) 
Vacant mid-January Tr post is that of Resident 
Med Officer and is normally of one ycar’s dura 
thor tions, with names of referees, 
sent to tal Secretary 


HOSPITAL OF ST. JOHN & ST. ELIZABETH 
60, Grove End Road, London, \.W.8 


Anplications are from pre-registration ofr 
regis 1 medica practitioners (male) for the 
ap 

HOUSE PHYSICIAN 
I m scant on Wednesday, January 16, 1957 
Ar iment will be for a period f six months 
Na nal Health Service salary Application 
rea the Secretary on of before Saturday, Decem 
186, together with copies of three recent 
(6547) 


LONDON JEWISH HOSPITAL 
Stepney Green, E.1 (130 beds) 


HOUSE PHYSICIAN 
(Pre- of Post-registration) 


Post vacant January ‘ 1987 Applications 
stating age, experience, ck und copies of testi- 
monials, to be sent to the Hospital Secretary 

(6709) 


MILDMAY MISSION HOSPITAL 
Austin Street, London, E.2 


Appli ations are invited for the following pre- 
RESIDENT HOUSE PHYSICIAN AND 
CASUALTY OFFICER 


Vacant 16, 1987 (Salary £425, £475 of 
£524 per annum, according to expericnce less 
£125 for residence.) Candidates should be in 
aympathy with the evangelical aims of the hospital 
and preference will be given to intending medical 
missionaries Applications and references to be 
addressed to the Medical Superintendent (6661) 


MILLER GENERAL HOSPITAL (180 beds) 


HOUSE PHYSICIAN 
Vacant carly February, 1957 Six months’ ap- 
pointment. National salary and conditions. Appli- 
cations and testimonials to Secretary, G. & D 
HMC St. Alfere’s Hospital, S_E.10 (6683) 


NATIONAL TEMPERANCE HOSPITAL 
(158 beds) Hampstead Road, N.W.1 


Applications are invited to fill the under 


Mentioned post 

ONE HOUSE PHYSICIAN (General) 
Pre-registration post Applications by post-regis 
tration candidates will also be considered Appl 
cations stating awe qualifications and experience 
together with names and addresses of two referecs 
to be sent to Hospital Secretary by December 31 


(6789A) 


BRITISH MEDICAL JOURNAL 


BOARD OF MANAGEMENT FOR THE 
ABERDEEN SPECIAL HOSPITALS 


ONE HOUSE OFFICER 
(Pre- or Post-regisiration) 
required for the period February | to July 31 


987 The post offers experience mainly in Eye 
and Skin conditions, and is assified for pre 
gistration purposes as Quasi-Medica Applica- 


ns. with full details, to Group Medical Super 


ndent Roya Aberdcen Hospital for Sick 
(hha) 


int 

Children, Westburn Drive. Aberdeen 

MEDWAY AND GRAVESEND HOSPITAL 
MANAGEMENT COMMITTEE 


All Saints’ Hospital 


HOUSE PHYSICIAN 
Applications are invited for the above post 
scant December 28, 1956, which is recognized for 


we-registration service Salary {£425 to £525 per 
annum, according to experience Applications 
stating age, qualifications, nationality and exper! 
n toeether with copies of recent testimonials 
t addressed to the Hospital Sceretary (6688) 


PONTYPRIDD AND RHONDDA HOSPITAL 
MANAGEMENT COMMITTEE 


Liwyaypia Hospital, Liwynypia, Rhondda 
(Acute medical beds and chronic sick beds) 


HOUSE OFFICER (MEDICAL) 

Person appointed will also undertake dutics at 
the Group Infectious Diseases Hospital when 
required Applications, stating age, qualifications 
and experience, together with copies of two recent 
testimonials, to be sent to the Group Sccretary 
Courthouse Street, Pontypridd (6518) 


HIGHLANDS GENERAL HOSPITAL 
Winchmore Hill, N.21 


HOUSE = SICIAN 
Vacant January 7 Preference given to 
applicants seeking on post under 
Medica! Act, 1950 Applications, with copies of 
three testimonials and name and address of one 
referee, to Hospital Secretary (Pr 6706) 


NeW END HOSPITAL, Hampstead, N.W.3 
Department of Endocrinology 
Applications are invited for the position of 
HOUSE PHYSICIAN (Pre-registration) 
Vacant January 18 1987 Application forms 
obtainable from Group Secretary, 46, Cholmeicy 
Park, N.6, and returnable to Surgeon Superinten- 
demt, New End Hospital. by December 27. 1956 

(Pr.6632) 


WHIPPS CROSS HOSPITAL, London, E.11 


Applications are invited for the following post 
which becomes vacant January 31 S7 
PRE-REGISTRATION HOUSE PHYSICIAN 
(General Medicine) 
App! ication forms, from the Hospital Secretary. to 
retrrned by January 4, 1957 (Pr.6735) 


WILLESDEN GENERAL HOSPITAL 
Harlesden Road, N.W.10 


RESIDE HOUSE PHYSICIAN 
wanted January 1957. plus 14 days’ locum 
from January 4 1957 Pre-registration candidates 
cligible Apply Hospital Secretary by December 
19. 1956 (Pr 6727) 


ST. LEONARD'S HOSPITAL, Nuttall Street, N.! 
(Acute General, 192 beds) 


Applications are invited from registered or pro 
visionally registered medical practitioners for the 
post of 

HOUSE PHYSICIAN 


for six months commencing January ! 1957 
Applications, with tw re mt testimonials, to th 
Hospital Secreta by December 22. 1956 (6363 


BIDEFORD AND DISTRICT HOSPITAL (S51 beds) 


Applications invited for post 
HOUSE OF ER 
Now vacant Flat availa for married fficer 
Applica ms stating names 
Group Secretary North Devon Hospital Manag 
ment Committee 19, Alcxandra Road. Barnstap 


BLACK NOTLEY HOSPITAL, Braintree, Essex 


POSTS OF HOUSE SURGEON AND 
HOUSE PHYSICIAN 


Applications invited § for at ¢ posts The 
success! pplicant will serve «ix months as House 
Surgeon f ywwed by six months as House Physician 
nd. third or pre-registration posts Sur 
gical post includes duties in eeneral surgical and 
ay nacce gical wards Recogn 1 f FRCS 
Medical post includes dutics in medical and 
pacdiatric wards Applications, with copies of 
three testimonials, to Group Seccretary. ¢ hester 


HM.C 14. Pope's La Colchester, Essex 


ne 


BLACKBURN AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Queen's Park Hospital, Blackburn 
(640 general beds) 


HOUSE PHYSICIAN 
required, post falling vacant on January 19, 1957 


cognized for pre-registration purposes Apply 
to Group Secretary, H.M.C. Office, Royal Infirmary 
Blackburn (Pr 6605 


CAMBRIDGE, ADDENBROOKE’S HOSPITAL 


HOUSE PHYSICIAN 

for six months from January 31, 1957 

pre-registration service Apply, stating age, nation 

ality qualifications and experience (with dates) 

ind copies f three testimonials, to Secretary by 
December 29, 1956 Interviews early January 

(Pr 6604) 


CIRENCESTER AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE (Glos) 


Cirencester Memorial Hospital (68 beds) 


Applications are invited for the pre-registration 

post of 
JUNIOR HOUSE OFFICER 

Vacancy February, 1957 Married accommodation 
available Applications Stating age nationality 
qualifications, or probable date of qualification 
and experience, with copies of two recent testi 
monials, to the Sccretary (Pr.6521) 


MEDICAL JOURNAL 


Dec. 15, 1956 


CITY GENERAL HOSPITAL, Sheffield 


Applications are invited for the resident (pre 
registration) post of 
HOUSE PHYSICIAN (General Medicine) 
Vacant on January 15, 1957 Applications, givir 
full details of age, nationality qualifications 
present and previous appointments (with dates 
and the names of two persons to whom reference 
may be made, should be forwarded to the Gr 
Secretary, Nether Edge Hospital, Sheffield. 11 


(Pr.6569) 


CITY GENERAL HOSPITAL, Stoke-on-Trent 


Applications invited for 
HOUSE OFFICER (Medical) 
Vacamt mid-January Recognized pre-registration 
post Detailed applications to Group Secretary, 
Hospital Management Committee, Princes Road 
Stoke-on-Trent (Pr 6775) 


GENERAL HOSPITAL, Southend-on-Sea 


Applications are invited for appointment as 
HOUSE PHYSICIAN (Pre-registration) 
Post vacant January 17, 1957 Appl ion, stating 
ag¢. qualifications, and previous ence. with 
copies of recent testimonials (onc testimonial 
sufficient from applicants for first appointment to 
reach the undersigned by December 19, 19%6 
J). C. Field, Secretary (Pr.6431) 


LEEDS REGIONAL HOSPITAL BOARD 


HOUSE PHYSICIAN 
Recognized pre-registration posts will be avail- 
able for the six months commencing February 1, 
1987. in the following hospitals approved under 
the Medical Act. 1950 
Western General Hospital. Hull (543 beds}— 


vacancy. 

Kingston General Hospital, Hull (398 beds)>— 
vacancy 

Pomefract’ General Infirmary (100 beds)— 
vacancy 

Generai Hospital, (158  beds)— 
vacancy 

General Hospital, Dewsbury (119 beds)}—1! vacancy 

Staincliffe Hospital, Dewsbury (314 beds)}— 
vacancy 

*Halifax General Hospital (425 beds)—2 vacancies. 

St Luke's Hospital, Bradford (828 beds)— 
3 vacancies 

Keighley Victoria Hospital (139 beds)—! vacancy 

(vacant March 1) 
*One post recognized for D.C.H 

Application forms can be obtained from the 

Senior Administrative Medical Officer, Park Parade, 

Harrogate, or from the Dean, School of Medicine, 

Thoresby Piace, Leeds, 2, and should be returned 

to either of the above named as soon as possible 

Application may be made in advance of results of 

final examination Candidates wishing to apply 

for posts at more than one hospital should com- 

piete a separate form in respect of cach hospital 

(Pr 6633) 


LITTLE BROMWICH GENE -y AL HOSPITAL 
Birmingham, 


HOUSE PHYSICE: AN (mate or female) 
Vacant January 12. 1957 Recognized as pre 
registration appointment Apply Physician Super- 
intendent, with copies of two testimonials or names 
of referees (Pr.6606) 


NEWPORT AND EAST MONMOUTHSHIRE 


GROUP 
PRE-REGISTRATION HOUSE PHYSICIANS 
POSTS 
are vacant on February 1 1957. or a little 
earlier Roval Gwent Hospital, Newport (260 
beds, 10 residents) Two posts One includes 
Paediatrics. St. Woolos Hospital, Newport (79 
beds) Two posts One includes some Geriatrics 
and the other some T.B. work Pontypool and 
District Hospital (126 beds, 4 residents). One post 
Includes Pacdiatrics Write quoting two 


referees and post preferred, to T. A. Jones, Group 
Secretary, 64, Cardiff Road. Newport, Mon 
(Pr 6885) 


NORTH STAFFORDSHIRE ROYAL 
INFIRMARY 


HOUSE PHYSICIAN (General Medicine) 
with Dermatology Pre-registration post Detaiiea 
applications, with copy testimoniais, to Group Sec- 
retary, H.MC Princes Road, Stoke-on-Trent 
(Pr 6025) 
PORTSMOUTH GROUP HOSPITAL 

MANAGEMENT COMMITTEE 


Royal Portsmouth Hospital (65 medical beds) 


HOUSE PHYSICIAN (Pre-registration) 
Vacant January 4, 1957 Applications, stating 
age, experence and qualifications, together with 
the names of two referees, should be forwarded 
as soon as possible to F H Hurst, St. Mary's 
Hospital, Milton Road. Portsmouth (Pt.6777) 


— 


Dec. 15, 1956 


Medicine—contd. 
NORFOLK 


AND NORWICH HOSPITAL 
Norwich 


invited for the following 
February 1, 1957 All are 


Applications § are 
appointments, vacant 
pre-fegwtration posts 

HOUSE PHYSICIAN (TWO) 
(Male or Female) 
Duties entirely gencral medical 
HOUSE PHYSICIAN (THREE) 
(Male or Female) 
At the West Norwich and Norwich Isolation Hos 
pitals. Duties include acute medical, geriatric and 
infectious diseases The beds at these units are 
under the contro! of the Consultant Physicians of 
the Norfolk and Norwich Hospital, and the 
successiul candidate will be required to undertake 
general medical duties under their supervision 
RESIDENT MEDICAL OFFICER 
(Male or Female) 


(H.O. grade). at the Jenny Lind Hospital for 
Children, which forms the entire paediatric depart- 
ment of the United Norwich Hospitals. The duties 


ate under the direct supervision of the Consultant 


Staff? of the Norfolk and Norwich Hospital 
Membership of a Medical Defence Society is a 
condition of appointment Applications, giving 


two referees, to Group 
Road, Norwich, 
(Pr 6776 


full details, with names of 
Secretary, H.M.C.. St. Stephen's 
by December 29. 195¢ 


PRESTON HOSPITAL, North Shields 


HOUSE PHYSICIAN 
Pre-registration appointments vacant in January. 
1957 
Preston Hospital, one 
Tynemouth Infirmary, one 
Applications, with names of two 
Group Secretary 


referees, to 
(Pr.6570) 


STAFFORD GENERAL INFIRMARY, Siaiford 
(175 beds—-Recovery Unit 32 beds) 


HOUSE PHYSICIAN 
Pre-registration post Vacant January 10 Al 
end of term of service the successful applicant will 
be considered for appvointment ‘to a pre-registration 


post of House Surgcon, if he or she has not heid 
such an appointment Applications to Group 
Secretary. Stafford H.M.C., 13, Foregate Street 
Stafford (Pr.6026) 


SWINDON & DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Swindon Hospitals 


Applications invited tor post of 
RESIDENT HOUSE PHYSICIAN (one of two) 


in acute medical unit of 64 beds at St. Margaret's 
Hospital Recognized for training under pre- 
registration internship regulations, and vacant on 


with names of three 
Road, Swindon 
(Pr.6603) 


Full details 
Okus 


January 6, 1957 
referees, to Secretary, 
immediately 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Middlesbrough 


Applications are invited for the appointment of 
HOUSE PHYSICIAN 

male or female. at the above-named hospital. The 
appointment is recognized for pre-registration ser- 
vice under the Medical Act, 1950 Applications, 
Gtating full details. and giving two names for 
reference, should be addressed to the Hospital 
Secretary. (Pr.6584) 


North Ormesby Hospital, 


WARWICK HOSPITAL (320 beds) 


HOUSE PHYSICIAN 


Post recognized pre-registration Resident 
Vacant January 25. Applications, with two testi- 
monials, to Medical Superintendent (Pr 6308) 
NEUROLOGY 


UNITED MANCHESTER HOSPITALS 
Manchester, 13 


Manchester Royal Infirmary 


SENIOR REG -ISTRAR 
to a Medical Unit combining Neurology and 
General Medicine 
on March 1, 1957 
twelve 


Whole-time 


To commence 
months 


Non-resident post, tenable for 
renewabie Applicants must possess 4 higher 
qualification and preference will be given to those 


interested and desirous of training in neurology 


made for the 


Arrangements may eventually be 

successful candidate to transfer to one of the 
Manchester Regional Hospitals to continue tain 
ime Application form obtainable from the under 


to be returned not later than December 29 


signed, 
1956.—F. J. Cable. Secretary to the Board ot 
Governors. (6450 
Dec. 15, 1956 
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STOKE MANDEVILLE 
Aylesbury, Bucks (619 


RESIDENT HOUSE PHYSICIAN 
for the Neurological Unit (a part of the Depart- 
ment of Neurology of the United Oxford Hos- 
pitals). Vacant January 25, 1957. Recognized pre- 
registration post, also open to registered prac- 
titioners, in which case status up to Senior House 
Officer may be awarded Applications, with copies 
t two testimonials, to the Administrative Officer 


(6634) 
NEUROSURGERY 
BRISTOL—COSSHAM/FRENCHAY HOSPITAL 


MANAGEMENT COMMITTEE 
Freachay Hospital (542 staff beds—expanding) 


SENIOR HOUSE OFFICER 
Regional Department of Neuro-Surgery 
Vacancy shortly occurs for the above post, ten- 
able for six to twelve months The post offers 
useful surgical experience, and the opportunity of 
gaining a working knowledge of neurological diag- 
nosis Recognized for F.R.C.S Iwo referees 
required Applications to the Secretary. Frenchay 
Hospital, quoting N.S.F.” (6190) 


OLDCHURCH HOSPITAL, Romford, Essex 
(722 beds) 
SENIOR HOUSE OFFICER, NEUROSURGERY 
required from January 18, 1957. Suitable for candi- 
dates seeking higher medical or surgical qualifica- 


tions. Recognized for the F.R.C.S. (Eng). Apply 
to Secretary, Romford Group H.M_C., Ojdchurch 
Hospital, Romtord, as soon as possible (5720) 


OBSTETRICS AND GYNAECOLOGY 
MANCHESTER REGIONAL HOSPITAL BOARD 


Applications are invited for the post of 
REGISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 
to the Blackpool and Fyfée Group of Hospitals 
with main duties at the Victoria Hospital, Black- 
pool (348 beds) The post, which is vacant on 
January 2, 1957, is recognized under the regula- 
tions of the Royal College of Obstetricians and 
Gynaccologists for the Membership examination 
It offers an excellent opportunity for gaining 
practical experience in all aspects of this specialty 
A furnished flat is available in the married 
quarters situate in a detached property in a 
select residential area adjacent to the hospital 
Applications, stating age, qualifications and experi- 
ence, together with the names and addresses of 
three referees, should be sent to the Group Sec- 
retary, Blackpool and Fylde Hospital Management 
Committee. Victoria Hospital, Blackpool (6571) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


County Hospital, Lincoln (200 beds) 
(Recognized for Gynaecology for 


WHOLE-TIME RESIDENT REGISTRAR 
(Obstetrics and Gyaaecology) 
Post vacant on March 1. Duties mainly 


required 
Appointment for one year in first 


in Gynaecology 


instance Apply to Secretary, Shefficid Regional 
Hospital! Board, Old Fulwood Road, Sheffield, by 
r 28, 1956, giving age, nationality, quali- 


present and previous appointments (with 


naming three referees (6607 


dates) 


THE BOARD OF GOVERNORS OF THE 

UNITED BRISTOL HOSPITALS AND THE 

SOUTH-WESTERN REGIONAL HOSPITAL 
BOARD 


Applications are invited by the above Boards 
for the joint appointment of 

REGISTRAR IN OBSTETRICS AND 

GYNAECOLOGY 

This post becomes vacant on March 6 
appointment, which is resident, will be held for 
one year in the first instance and be renewable 
for a further year The successful candidate will 
be appointed to work for the first year mainly at 
Southmead Hospital, Bristol, including Obstetric 
Flying Squad duties. He may also be required to 
undertake duties at other hospitals in the Group 
Applications, stating date of birth, qualifications 
and experience, together with the names and 
addresses of two referees, should be sent to the 
Secretary of the Regional Hospital Board, 27 
Tyndalis Park Road, Bristol. 8, not later 
December 29, 195¢ 


1957. The 
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GLANTAWE HOSPITAL MANAGEMENT 


Mount Pleasant Hospital (236 beds), Swansea 


Applications are invited for the resident post of 
SENIOR HOUSE OFFICER IN ORSTETRICS 


for the maternity unit of 40 beds at the above 
hospital The post, which will become vacant on 
February 1, 1957, is tor a period of 12 months 
and is recognized for the D R.C_O.G. examination. 
Applications, stating agc, qualifications and experi 
ence, together with copics of two recent testi- 
monials, should be sent to the Hospital Secretary 
not later than December 28, 1956 E. Jones 
Group Secretary 


{ILFORD AND BARKING GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


There will be ancy for 

RESIDENT SENIOR HOUSE OFFICER 

at the Barking Hospital (Maternity), Upney Lane 
Barking, on January 1, 1957. Salary will be at 
the rate of £745 per annum, icss emoluments 
Applicants should have been qualified not less than 
ome year. Duties will include ante-natal work 
Applications, accompanied by copics of testimonials, 
should be sent to the undersigned within seven days 
of the appearance of this advertisement.—H. fF 
Harris, Group Secretary, King George Hospital 
liford (6299) 


LEICESTER GENERAL HOSPITAL 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 
(Obstetrics and Gynaecology) 

Vacant mid-February. The post is recognized for 
the M. and D.Obst.R.C.O.G. Applications, stating 
age, qualifications and experience, with copies of 
recent testimonials, to the Group Secretary, No. 1 
H.M.C., Leicester Royal Infirmary, by Decem- 
ber 28, 19 (6572) 


(100 beds 


SENIOR” HOUSE OFFICER 
Obstetrics and Gynaecology) 

Post vacant carly January, 1957, and tenable for 
one year. Successful applicant will work with the 
Specialist Unit, but will be expected to relieve 
the Senior House Officer (Surgical) during absence. 
Applications, with full particulars, to Group Sec- 
retary, Royal Lancaster Infirmary, Lancaster 

(6753) 


ST. CHAD'S Road, 
Birmingham, 


HOUSE OFFICER IN OBSTETRICS 

AND GYNAECOLOGY 

Appointment for 12 months and recognized for 
M.R.C.0.G. Unit affiliated to Birmingham Univer- 
sity for undergraduate clinical tuition Detailed 
applications, with copies of two recent testimonials, 
to Group Secretary, Dudiey Road Hospital. Bir- 
mingeham, 18 (6422) 


SENIOR 


STAFFORDSHIRE GENERAL INFIRMARY 
Stafford (175 beds— Recovery Unit 32 beds) 


SENIOR HOU SE OFFICER 
(Obstetrics and Gynaecology) 
Applications to Group Secretary, 
Foregate Street, Stafford 
(6586) 


Resident post 
Stafford HM.C., 13, 


WORTHING GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Southiands Hospital, Shoreham-by-Sea, Sussex 


SENIOR HOUSE OFFICER 
(Obstetrics and Gynaecology) 
(SS Obstetric Beds, 29 Gynaecological Beds) 
Applications are invited for the above appoint- 
ment, tenable for one year, and recognized for the 
M.R.C.O.G. The duties are mainly concerned with 
Gynaccological beds relieving Registrar and 
Obstetrical House Officer in Obstetrical Depart- 
ment Post vacant about mid-January Applica- 
tions, giving full particulars of qualifications and 
experience, together with the names of two referees 
to whom application may be made, to be sent 
immediately to the Secretary, Southlands Hospital 
A. V. Oakton. Group Secretary (6311) 


NORTH MIDDLESEX HOSPITAL 
Edmonton, N.18 


OBSTETRIC AND GYNAFCOLOGICAL 
HOUSE SURGEON 


post-registration, resident, required for February 
1, 1957. Post recognized by R.C.0.G. for Diploma 
and as a combined post for Membership. Candi- 


dates must have held house appointments in cither 


medicine or surgery Large obstetric and gynac- 
cological department Applications (in own hand- 
writing) Stating age, nationality, qualifications, 
experience, with copies of recent testimonials, to 
Secretary of Hospital by December 28 (6728) 
> 
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Obstetrics and Gynaecology —contd. 


ST. THOMAS’ HOSPITAL, London, 5.E.1 


OBSTETRIC HOUSE PHYSICIAN 
at the General Lying-in Hospital, 
York Read, 
For a period of six months from March S. 1957 


Resident Approved servic for MRCOG 
Applications, from fully registered medical prac- 
titioners only, to the Clerk of the Governors by 
December 28, 1956, naming two referees (6662) 


CHESTER HOSPITAL 


Applications are invite 
TWO HOUSE st RG {FON POSTS 
in the end Gynaccotogical Department 
Vacant February 17 and March 26, 1957 Both 
posts mnized for the DRCOG Applications 
giving full details, together with the names and 
addresses of two referees, should be forwarded 
to the Hospital Secretary (6520) 


KENT AND CANTERBURY HOSPITAL 
Canterbury (277 beds) 


GYNAECOLOGICAL HOUSE SURGEON 
Required at Highland Court Annexe » unit of 


2 aynmac gical beds. situated three miles from 
the above hospital, with | ancillary services avail- 
able R Sf for MRCOG Six months 
appointment Post vacant carly January 1987 
NHS salary and conditions Applications 
together with copies f two recent testimonials, to 
t sidresed to the Hospital Secretary at the 

nita (6429) 


MAYDAY HOSPITAL (611 beds) 


OBSTETRIC AND GYNAFPCOLOGICAL HOUSE 
OFFICER (resident) 
required Post is recognized tor the M.R.C.0.G 


and DOm RCOG Preference will be given to 
th apt ants wh have held a House Surgeon 
post Pre-registration candidates are also invited 
\ n forms obtainable trom the 
undersigned. —G \ Patines Group tary 
H tal Management Committee, General Hospital 


READING COMBINED HOSPITALS 


Area Department of Obstetrics and Gynaecology 
a 


Applications are invited from registered medica 


Practitioners for the resent post of 
HOUSE SURG 

to the above D riment intment, which 
' lan 1957. is Me year, with 
sx months Gynac at the Royal Berkshire 
Hospita und six months in the Maternity Unit at 
Kh. Hospita Both appointments are recog 
a tor the Diplomas of th Roval Collce 
Obstetricians and Gynacc wists Writ stating 
ate and qualifications (with dates), nationality. and 
mresenmt appointment with copy of one recent 
testimonial, to Secretary, Royal Berkshire Hospita 

Reading 612%) 


ROVAL INFIRMARY (300 beds), Sunderland 
HOUSE OFFICER (Male) 


required for duties in Gynaecological and Urologi 
cal Units Post vacant January, 1957 Provision 
ally ree stered practitioners may apply Appli 
tions. naming two ferees, to th Hospital Secre 
tary, R Infirmary, Sunderland (he 


ST. LUKE'S HOSPITAL. Bradford 
(Beds — Maternity 125, Gynaecology 105) 


\ ant ebruary 95 Recognized for 
DRCOG ind Mac os Applications, with 
copy testimonials, to Secretary, Bradford Roya! 
Infiemar (6531) 


ST. WOOLOS HOSPITAL, Newport, Moa 
(379 beds) 


HOUSE SURGEON (third post) 


required on February | Post covers 44 obstetrical 
and 22 gynaccological beds Lady doctor pre 
ferred. but male candidates also considered. Write 
quoting two referees, t nes. Group Sex 
ret 64. Cardiff Road, Newport, Mon 6587) 


THE UNITED BIRMINGHAM HOSPITALS 
The Birmingham Maternity Hospital 


Applications are invited from regwtercd medical 
practitioners for the post of 

RESIDENT OBSTETRIC HOUSE SURGEON 
Vacamt March 1, 19* The apr is recoe 
mired or the MRCOG and DRCOG 
Application forms »bta inabic from the House 
Governor. the Birmingham and Midland Hospitals 
for Women, Showell Green Lance, Sparkhill, Bir 
mingham il to be returned not ater «than 
December 31, 1956.—G. A. Phalp, Sccretary 

(6723) 


~ 


4? 
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SHRODELLS HOSPITAL, Watford (380 beds) 


Applications are invited for the post of 
GYNAEE OLOGICAL HOUSE OFFICER 
(Pre- or Post-registration) 
to take up duty on January |! If held by a 
registered medical practitioner the post will be 
paid on J.H.M.O. scale. Applications, with copies 
of two testimonials, should reach the Medical 
Officer-in-Charge as soon as possible (6403) 


TREVALYN MANOR MATERNITY HOSPITAL 
Rossett, near Wrexham (47 beds) 


Applications are invited for the post of 
HOUSE SURGEON 
at the above hospital, to commence duties on 
ebruary 1, 1957 The hospital is recognized by 
Central Midwives’ Board as a Part Il Midwifery 
Training School and deals with normal and 
abnormal midwifery Applications, stating age 
qualifications and cxperience, together with copies 
f two recent testimonials, to be sent to the 
Group Secretary, Macior General Hospital, Wrex- 


ham. as soon as possible (6635 


ZACHARY — MATERNITY HOSPITAL 
wstington, Sussex (48 beds) 


Applications are invited for 
RESIDENT HOUSE OFFIC ER 
(preferably female) 


Post vacant January 15, 1957 Salary £425 to 
£525 per annum. according to experience, less 
£125 per annum for emoluments Applications t& 
be submitted to the ndersigned immediately 


4 V. Oakton. Group Secretary, Worthing Gro 
Hospital Management Commitice, 129. Briet 
Road Worthing. Sussex if? 


SOUTH-WEST MIDDLESEX HOSPITAL 
MANAGEMENT COMMITTEE 


King Edward Memorial Hospital, Ealing 


HOUSE OFFICER IN GYNAECOLOGY 
with some obstetric duties at Perivale Maternity 
Hospital Greenford Pre-registration Surgica 
post, vacant January |! Preference given to per 
sons secking second pre-registration post under 
Medical Act, 1950 Applications to Group Secre- 

ry. West Middlesex Hospital, Isleworth, Middle- 
scx, mber (Pr 6719) 


ASHTON, HYDE AND GLOSSOP HOSPITAI 
MANAGEMENT COMMITTEE 


HOUSE OFFICER (Midwifery) 
required Post recognized for D.ObstR. COG 
Vacam January 27. 1957. Preference given to pre- 
registration vand:dates Applications, with copies 
of two testimonials, to Group Secretary, Genera 
Hospital, Ashton-under-Lyn Lancs (Pr 6301) 


BURNLEY AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Bank Hall Maternity Hospital. Burnley (51 beds) 


RESIDENT HOUSE OFFICER (Obstetrics) 
The appointment is approved as a pre-registration 


post, and is recognized for MRCOG Anplica- 
tions, with two references, to Group Secretary 
Burniey General Hospital (Pr 6754) 


CAMBRIDGE, ADDENBROOKE'S HOSPITAL 
GYNAECOLOGICAL HOUSE SURGEON 


’ SiX months, from February 1. 1947 Second 


1 subsequent post Recognized for pre-registra- 
tion service and MRCOG Apply. stating age 
nationality qualifications and cxperience (with 


dates), and copies of three testimonials, to Secre- 
tary by December 29 Interviews carly January 
(Pr 6609) 


LEEDS REGIONAL HOSPITAL BOARD 


Recognized Pre-registration House Offictr posts 
will b ivailatle for the six months con mencing 
February i 1957, in the following tospitals 


approved under the Medical Act, 19450 
Western General Hospital, Hull (543 beds) 
HOUSE OFFICER (Gynaecology) 
Westwood Hospital, Beverley (202 beds) 
HOUSE OFFICER (Obstetrics) 

General Hospital, Wakefield (158 beds) 
HOUSE OFFICER (Obstetrics) 
Application forms mey be obtained from Senio 
Administrative Medical Officer Park Parade 
Harrogate, or from the Dean. School of Medicine. 
Thorest Plac Leeds, 2 (Pr 6636) 


LUTON AND DUNSTABLE HOSPITAL 
Laton, Beds 


Applications are invited for the post of 
OBSTETRIC AND GYNAECOLOGICAL 
HOUSE SURGEON 
Vacant January 1 1957. and tenable for six 
months Recognized as pre-registration midwifery 
post Applications to be sent w the Secretary 
immediately (Pr.6637) 
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Dec. 15, 1956 


NORFOLK AND NORWICH HOSPITAL 
Norw 


Applications are invited for the followin, 
appointment, vacant February 1, 1957. This is a 
pre-registration post 

OBSTETRIC HOUSE SURGEON 
(Male or Female) 

Post recognized for final DRCOG. examination 
requirements Membershir of a Medical Def 
Society is a condition of appointment Applic 
tions, giving full details, with names of two 
referees, to Group Secretary, H._M.C., St. Stephen 
Road, Norwich, by December 29, 1956 (Pr.6638 


OLDHAM AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Otdham and District General Hospital 


Applications are invited for the post of 
HOUSE SURGEON 
(Obstetrics and Gynaeco'ogy) 
The post is recognized for pre-registration purposes 
and for the M.R.C.O.G. and the D.Obst.R COG 
Applications, quoting Ref. No. E/110, should be 
forwarded to the Group Sccretary, Central Offices, 
Rochdale Road, Oldham (Pr 6437) 


ROYAL GWENT HOSPITAL, Newport (260 beds) 


GYNAECOLOGICAL HOUSE SURGEON 
required Recognized pre-registration — service 
Covers 20 beds Write, quoting two referecs, to 
I A. Jones, Group Secretary, 64, Cardiff Road, 
Newport, Mon (Pr_6588) 


SHREWSBURY HOSPITAL GROUP 
Cross Houses Hospital (34 maternity beds) 


OBSTETRIC HOUSE SURGEON 
Pre-registration post Vacant immediately 
Applications, with copy testimonials, to Group 
Secretary, Royal Salop Infirmary, Shrewsbury 
(Pr.6300) 


OPHTHALMOLOGY 


WESTMINSTER HOSPITAL 
St. John’s Gardens, 5.W.1 


Applications are invited for the appointment of 

SENTOR HOSPITAL MEDICAL OFFICER 
to the Ophthalmic Department. The appointment is 
for seven notional half-days and the Terms and 
Conditions of Service of Hospital Medical and 
Dental Staff (S.H.M.O.) will apply Canvassing 
members of the Board or of the Advisory 
Appointments Committee wil! lead to disqualifica 
von Applications copies) with the names 
of three referees, should be sent to the House 
Governor and Secretary by January 12. 1987 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 
Applications are invited for an appoimtment as 
WHOLE-TIME REGISTRAR IN 
OPHTHALMOLOGY 

to fill a vacancy in the approved trainee estab- 
lishment at the Brighton and Lewes Group of 
Hospitals, for duties mainly at the Sussex Eye 
Hospital, Eastern Road, Brighton, 7, available on 
March 1. 1957 The post is recognized for the 
F.R.C.S. and D.O., and may be cither resident or 
non-resident : no accommodation is available for a 
married practitioner The appointment will be in 
accordance with the Terms and Conditions of Ser- 
vice of Hospital Medical and Dental Staff (England 
and Wales), and will be for one year in the first 
instance Applications, giving particulars of age 
qualifications and experience, with relevant dates 
together with the names and addresses f two 
referees, 1© be sent to the Sccretary, Registrars 
Committee, South-East Metropolitan Regional Hos- 
pital Board. 11, Portland Place. W.1, not later 
than December 29. 1956 (6610) 


GUILDFORD ROYAL SURREY COUNTY 
HOSPITAL (233 beds) 


SENIOR HOUSE OFFICER 


for Ophthalmology and Neurology Post 
is vacant on January 24 1987 Resident 
accommodation is available It is tenable for six 


months and renewable Whitley Council terms 
Recognized for both F.R.C.S. and D.O. examina 
tions Apply as soon as possible, with copies of 
three testimonials, to Hospital Secrétary. (6645) 


SHREWSBURY HOSPITAL GROUP 
Eye, Ear and Throat Hospital 


SENIOR HOUSE OFFICER (Ophbthaimic) 
Eye unit 35 beds. Post recognized for the 


DO.M.S. Vacamt January 19, 1957 Applications 
with copy testimonials to Group Secretary, Royal 
Salop Infirmary, Shrewsbury (6302) 


Dec. 15, 198 


| MANCHESTER REGIONAL HOSPITAL 


Dec. 1956 


Ophthalmology—contd. 


THE LEICESTER ROYAL INFIRMARY 
Applications are invited for post (resident of 
non-resident) of 
SENIOR HOUSE OFFICER 


to the Ophthaim: Department Applications 
Stating age qualifications and = experience with 
copies of two recent testimonials, to the Group 


Secretary, N 1 Hospital Management Commitice 
the Leicester Royal Intirmary. immediately (6338) 


ROYAL BUCKINGHAMSHIRE HOSPITAL 
Aylesbury, Bucks 


HOUSE OFFICER, OPHTHALMOLOGY 


required January 1 Post recognized for D.O 
Apply, with two names tor reference, to Secretary- 
Superintendent (6325) 


GLASGOW OPHIHALMIC INSTITUTION 


JUNIOR HOUSE OFFICER (Pre-registration) 

The appointment will be tor six months from 
February | next, and is a recognized pre-registra- 
tron post in surgery Apply in writing, giving two 
names for reference, to the Medical Superinten- 
dent Glasgo w Roval Infirmary, 84, Castle Street, 
Giasgow, (Pr.6755) 


ORTHOPAEDICS 


MANCHESTER REGIONAL HOSPITAL BOARD 


WHOLE-TIME ASSISTANT ORTHOPAEDIC 
SURGEON (S.H.M.O.) 

to the Rochdale and District Hospital Group, 
mainiy Rochdale Infirmary and Birch Hil! Hos- 
nital, Rochdale Special cxperience required in 
the treatment of orthopaedic cases, fractures and 
trauma Appointce will work under genera! 
direction of Consultant Orthopaedic Surgcon 
Application forms from the Senior Administrative 
Medica) Officer to the Board, Cheetwood Road, 
Manchester, 8, to be returned by January 10, 1957 

(6756) 


LIVERPOOL HOSPITAL BOARD 


South de Hospital and 
General Infirmary 


Applications are invited for the post of 
ORTHOPAEDIC REGISTRAR 

with dutics at the above hospitals The post pro 
vides wide experience in orthopacdics, including 
some work in the special Paraplegic Unit. Some 
opportunity will be given for the successful can 
didate to attend postgraduate lectures in Liver 
pool Residential accommodation is available if 
required Forms of application from, and to be 
returned to Dr I Lioyd Hughes Senior 
Administrative Medical Officer, Liverpool! Regional 
Hospital Board, 19, James Street, Liverpool, 2 
to be received not later than December 29, 1956 

Vincent Collinge, Secretary to the Board. (6713) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


Harlow Wood Orthopaedic Hospital (328 beds) 
(Recognized for the F.R.C.S.) 


WHOLE-TIME RESIDENT SURGICAL 
OFFICER (Registrar Grade) 

required Post offers long-term wWaining in Ortho- 
pacdics and traumatic surgcry Appomtment for 
one year in first) mtance Apply to Secretary 
Shefficdd Regional Hospital! Board, Old Fulwood 
Road, Shefficid, by December 28, 1956. giving age 
nationality qualifications present and previous 
appointments (with dates), naming three referees 

(6611) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointment, which will be for one year in the 
first mstance : 

REGISTRAR IN ORTHOPAEDICS 
Based at the Western Infirmary, Glasgow, with 
duties at Killearn Hospital Applications (12 
copies), stating date of birth, qualifications, experi 
ence, present appointment, and the names of three 
referees, to reach the Secretary, Western Regiona 
Hospital Board, 64, West Regent Street, Glasgow 
C.2, by December 29, 1956 This appointment is 
subject to the National Health Service (Scotland) 
(Superannuation) Regulations (6741) 
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NORTH-WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE 


Consett, Co, Durham 


Applications are invited from suitably qualified 
medical practitioners for the whole-time post of 
JUNIOR HOSPITAL MEDICAL OFFICER 

(Vacamt January 1, 1957) 

in the Orthopaedic Department (58 beds). Salary 
scale £775 by £50 to £1,075 per annum, with 
deduction of £170 per annum if resident There 
is scope for comprehensive experience in all 
aspects of orthopaedic in-patients and out-patients 
ind all modern methods of treatment are used 
Applications, stating age, qualifications, expcri- 
ence (with dates), together with copies of two 
testimonials, should be forwarded to the Group 
Secretary as soon as possible (6720) 


ROYAL NATIONAL ORTHOPAEDIC HOSPITAL 
234, Great Portland Street. London, W 
and Brockley Hill, Stanmore, Middlesex 


Applications are invited for the post of 
RESIDENT SENIOR HOUSE OFFICER 
(three vacancies) 
for a period of six months. (1) To commence duties 
at Great Portland Strect on March 8, 1957; (2) to 
ymmmence duties at the Country Hospital, Stan 
more, on February 17, 1957, and March 20, 1957 
respectively Applications to be received § by 
December 31, 1956 Forms of application can be 
tained from the House Governor at 234, Great 
Portland Street, London, W.1 (6421) 


ST. ALFEGE’S HOSPITAL 
Greenwich, S.B.10 (373 beds) 
(Recognized for F.R.C.S. Examination) 


RESIDENT SENIOR HOUSE OFFICER 
(Orthopaedics and General Surgery) 

Vacant approximately mid-February, 1957 Six 
months’ appointment (renewubie). Applications 
and testimonials to Secretary, G. & D./H.MC., 
above hospital (6684) 


HEATHERWOOD ORTHOPAEDIC HOSPITAL 
Ascot 


RESIDENT SENIOR HOUSE OFFICER 
(Orthopaedics) 
required Post offers excellent opportunities to 
those reading for a higher examination Applica 
tions, with names of two referees, to Secretary 
(6624 


ORTHOPAEDIC AND ACCIDENT HOSPITAL 
Neweastle Road, Sunderland 


RESIDENT 58.1.0. 
required (male or female) Post recognized for 
casualty and unspecified surgical experience under 
F.R.C.S. regulations In addition, every oppor- 
tunity is given to attend lectures at Newcastle 
Vacant January 1957 Apply, naming two 
referees, to Hospital Secretary (6674) 


ROYAL CORNWALL INFIRMARY, Truro 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 
to the Orthopacdic Department, vacant January 
17, 1987 Salary and conditions of service are 
in accordance with National Health Service regu- 
lahons Applications stating nationality are 
qualifications and experience, together with copies 
of two recent testimonials, to be addressed to the 
Hospital Secretary, Royal Cornwall Infirmary 
Truro (6589) 


ST. PETER’S HOSPITAL 
(Late Botleys Park War Hospital) 
Chertsey, Surrey (430 beds) 


ORTHOPAEDIC HOUSE SURGEON 
required immediately 100 =Orthopacdic beds 
S.H.O. or HO. (intern grade) Post recognized 
for F.R.C.S. and pre-registration service Prefer- 
ence given to provisionally registersd candidates 
Salary in accordance with terms end conditions 
of National Health Service Applications, together 
with names and addresses of referees, to be sent 
to the Physician Superintendent, St. Peter's Hos 
pital, Chertsey, as soon as possible (8695) 


Shotley Bridge General Hospital, Shotley Bridge, 
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SOUTHAMPTON, ROYAL SOUTH HANTS 
HOSPITAL (278 beds) 


SENIOR HOUSE OFFICER (Orthopaedic) 
required for the above hospita| (Orthopaedic Unit 
74 beds) in February This hospital i the centre 
to which all trauma from a large industrial town 
and port is directed, thus providing excelicnt 
experience in the treatment of traumatic condi- 
trons Applications, with copics of testimonials 
to be submitted as soon as possible to the Sec 
retary, Southampton Group Hospital Management 
Committee, Bullar Street, Southampton (6667) 


NORFOLK AND NORWICH HOSPITAL 
Norwich 


Applications are invited for the following 

appointments, vacant February 1, 1957 

SENIOR ORTHOPAEDIC HOUSE SURGEON 
(Male or Female) 

S.H.O. status. Two House Officers employed in 
the department 

JUNIOR ORTHOPAEDIC HOUSE SURGEON 
(Male or Female) 

Two House Officers employed in the department 
This is a pre-registration post 
Membership of a Medical Defence Socicty is a 
condition of appointment Applications, giving 
full details, with names of two referees, 10 Group 
Secretary, H.M.C., St. Stephen's Road, Norwich, 
by December 29, 1956 (6640) 


HIGHLANDS GENERAL HOSPITAL 
Winchmore Hill, N.21 


HOUSE SURGEON 
required. Vacant January 18, 1957. Duties mainly 
orthopacdic with some E.N.T. and emergency 
general surgery New operating theatre, out- 
patient and casualty department Preference given 
to applicants secking pre-registration post under 
Medical Act, 1950 Applications, with copies of 
three testimonials and names and address of onc 
referee, to Hospital Secretary (Pr.6707) 


BARNET GENERAL HOSPITAL 
Welthouse Lane, Barnet, Herts 


RESIDENT HOUSE SURGEON 
Department of Orthopaedic Sorgery 
Pre-registration post, vacant January 10, 1957 
Detailed applications, with copies of two recent 
testimonials, to Hospital Secretary (Pr.6225) 


CITY GENERAL HOSPITAL, Sheffield 


Applications are invited for the resident (pre- 
registration) post of 
HOUSE SURGEON (Orthopaedics) 
Vacant January 15, 1957 Applications, giving full 
details of age. nationality, qualifications, present 
and previous appointments (with dates), and the 
names of two persons to whom reference may be 
made, should be forwarded to the Group Secre- 
tary. Nether Edge Hospital, Sheffield, 11 
(Pr 687%) 


EPSOM DISTRICT HOSPITAL 
Dorking Road, Epsom, Surrey 


RESIDENT HOUSE SURGEON 
required January 19 for Orthopaedic, E.N.T., and 
Eye Departments Pre-registration post Applica- 
stating avec qualifications and experience 
with copies of two recent testimonials, should be 
sent immediately to Group Secretary at above 
address (Pr 6326) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 33 


MEDICAL INSURANCE 


Manager 
WN. Dixon, 


Chairman 


James Fenton, CBE. 
B.M.A. H 


ALL SURPLU 


Telephone : Euston 
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Orthopaedics —contd. 


THLBURY & SOUTH-FAST ESSEX HOSPITAL 
MANAGEMENT COMMITTEE 


lilbury & Riverside General Hospital 
Orsett Branch, Orsett, Essex 


ORTHOPAEDIC HOUSE SURGEON 
uot Hospit 1 t is 
M \ 
An ty R 
i t I 
n 
nonths 
G t Ww G Secretar Th k Hos 
tal, Gra Essex (Pr 661 


PAEDIATRICS 


THE HOSPITAL FOR SICK CHILDREN 
Great Ormond Sireet, London, W.C.1 


Ther a vacan f a 
KESIDENT ASSISTANT PHYSICIAN 
(Grade, Senior Registrar) 
full part s and torm fa ition, which 
must t rned not ter tha la vy 14. 195 


THE HOSPITAL FOR SICK CHILDREN 
Great Ormond Sirect, London, W.C.1 


There w t a vacancy in February, 1957, for a 
MEDICAL REGISTRAR and PATHOLOGIST 
(Senior Registrar) 

In Sept r, 198 ssful candidate wil 
probably seconded Uganda to work in 
pacdiat s for a period of tw years in the Great 
Ormond Street I son Scheme wer the Uganda 
Medica this period will return 
wo G t Orn ij Street for furth vear t 

t in m of appli n, which must be 
ret i t than Mon Janua 14, 195 
t m th ndersigned H 
Ruth 1 House O rn amd Sc tary (650 


NORTH MIDDLESEX HOSPITAL 
Edmonton, 


SENIOR HOUSE OFFICER, PAEDIATRICS 
residemt. required for Fet 1987. (Locum 
january to Previous rience desirat 
Post ar Jj for DCH niment for six 
months n th first tan wit? stension 
Ar i wn handwriting) 
stating nation ations, r 
with of ent stimonmials and f names of 
tw f to Secreta f Hospital by D 
t 


DERBYSHIRE CHILDREN'S HOSPITAL, Derby 
(86 beds) 


HOUSE SURGEON (Pre-registration) 
or SENTOR HOUSE OFFICER 


Va y ; R for 
DCH nmeditely. s rticulars 
N Hos Management Committ Rabington 
la 6333) 


NOTTINGHAM CHILDREN'S HOSPITAL 
1% beds. (Recognised for D.C.H.) 


Ane ; ms are invited for the at of 
SENIOR HOUSE OFFICER (Surgical) 
falling vacam at th nd of Januar The post 
\ at wit tw testimonials 
h d tt ta Nottingham Child 

Hos ( Grov Nottinghan 


WEST HERTS HOSPITAL 
Hemet Hempstead, Herts 


SENIOR HOUSE OFFICER (Paediatrics) 

Appl a t th ¢ post, which 
J for t DCH ne 
" nes for sh i be sem t th | 
Hospital Secretary (S860) | 


HOPE HOSPITAL, Salford, 6 


Salford Hospital Management Committce 


Applications are invited for the post of 
PAEDIATRIC HOUSE OFFICER (Post-registration) 
which becomes vacant on January 27 1957 
Applications, stating age, qualifications and experi- 


ence, together with the names and addresses of 
two referees, to be forwarded to the Hospital 
Secretary forthwith (6747 


BRITISH MEDICAL JOURNAL 


NORFOLK AND NORWICH HOSPITAL 
Norwich 


ns r nvited for the following 
us, vacant F ury 1, 1957 
RESIDENT MEDICAL OFFICER 
(Mate or Female) 


HO. grad a Jen Lind Hospital for 
Ct n, wh t sediatric depart 
I iN H t I 
t j of the Con 
Staff f th N h ind Norwich H 
HOUSE SURGEON 
Part irs as at 
Mer sh f Defen Society is a 
d a ntment Application giving 
fet sith ames f tw referees, to Group 
eta Ss Stephen's Road, Norwich 
D (64779 
SOUTH MANCHESTER 
Duchess of York Hospital for Babies, 
Burnage Lane, Manchester, 19 
Ther wi 4 vacancy at the above Hospital, 
which is ass« ted with the Manchester University 


f teaching purposes 
RESIDENT HOUSE OFFICER (Male or Femate) 


wis 
mmencin Januar 198 Applications with 
testimonials, to t sent to the 

Office f th Hospita 6794) 


THE UNITED SHEFFIELD HOSPITALS 
Children’s Hospital 


Applications invited from registered medica 


practitioners for th resident post of 

HOUSE PHYSICIAN to the Professorial Unit 
at the above hospita Vacant January 19, 1987 
six months) Applications, stating axe qualifica 
tions and expericnce with the names f three 
te cs for c my testimonials shou reach the 
Superiniendent, Children’s Hospital. Western Bank 
ShefficlO, 10, not later than December 18, 1956 


(6483) 


UNITED MANCHESTER HOSPITALS 
Saint Mary's Hospitals, Manchester 


Applications are invited from registered medical 
practitioners, male or female, for the post of 
HOUSE PHYSICIAN 
in the Neonatal Unit of Saint Mary's Hospitals 
(attached to the University Department of Chiid 


Health) for a pp d of six months, vacant on 
February |! 1987 Previous hospital experience 
ssentia and pacdiatric experience desirable 
Duties include the care of the newborn in the 
maternity department. the car of infants in. the 
infants’ ward and work in the clinics under the 
hare f the Departmen of Child Health. Salary 
n accordance with National Scales Applications 


Stating qualifications and experience, together with 
the names of three referees, should be sent to the 
ndersigned not later than December 31, 19%¢ 

A. R. Wise, General Superintendent, Saint Mary's 
Hospitals, Whitworth Park, Manchester, 13. (6669) 


Dec. 15, 195 


MANCHESTER REGIONAL HOSPITAL 


South Manchester 
Withington Hospital, Manchester, 20 


The Board invites applications for the post of 
REGISTRAR IN PATHOLOGY 


Group Laboratory Withington Hospital (106 
beds). to commence February 1, 1957 The labora 
tory is recognized for the D.Path. examination. and 
fact are available for training in all brar ‘ 
{ clinical pathology Applications, stating ge 
qualifications, present post, experience, af names 


f tw referees, to be forwarded to the G p 
Sceretary, Withington Hospital, Manchester, 2 to 


arrive not later than December 22, 1956 6441) 


THE BOARD OF GOVERNORS OF THE 
UNITED BRISTOL HOSPITALS AND THE 
SOUTH-WESTERN REGIONAL HOSPITAL 

BOARD 


Aoplications are invited by the above Boards 
for the joint appointment of 


REGISTRAR 
to the Department of Pathology at Frenchay Hos 
pita Bristol This post becomes vacant n 
March 1, 1957 The duties will be mainiy con- 


cerned with morbid anatomy, but applicants must 
have had some ecxpericnce in clinical pathology 
fhe laboratory is recognized for the purposes « 
the examination in the Diploma of Pathology 
The appointment will be held for one year in 
the first instance, and be renewable for a further 
jons, stating date of birth, qua 
fications and experience, together with the names 
and addresses of two referees, should be sem to 
the Secretary of the Regional Hospital Beard 
Tyndalis Park Road, Bristol, 8, not later than 
December 29, 1956 (hOY4) 


THE UNITED SHEFFIELD HOSPITALS 


Applications invited for the post of 


SENIOR REGISTRAR IN CLINICAL 
PATHOLOGY 


Possession of a higher qualification desirable but 
not essential The appointment is for one year 
in the first instance and will be reviewed annually 
It has been agreed in principle between the Board 
f Governors of the United Shefficid Hospitals and 
the Sheffield Regional Hospital Board that th 
ippointment, if extended for the full peviod, wi 
be divided, subject to satisfactory work and pro 
gress, between the United Sheffield Hospitals and 
a hospital in the Region (at present the Derbyshir 
Royal Infirmary) Applications, stating age. qual) 
fications and experience, with the names of thr 
referees, should be sent, not later than January 
1987, to the Chief Administrative Officer, the 
United Shefficld Hospitals, West Street, Sheffield. | 


(67458) 


CITY GENERAL HOSPITAL, Sheffield 


Applications are invited for the resident (pre 
registration) post 
HOUSE PHYSICIAN (Paediatrics) 
Vacant on January 15, 1957 Applications, giving 
full detai’s are nationality qualifications 
wesent and previous appointments (with dates) 
ind the names of two persons to whom reference 
may be made, should be forwarded 1 the Group 
Secretary, Nether Edec Hospital. Shefficld. 11 
(Pr.6574) 


PATHOLOGY 


SOLTH LONDON HOSPITAL FOR WOMEN 
AND CHILDREN, Clapham Common, 8.W.4 


REGISTRAR IN PATHOLOGY (Full-time) 


Applications are invited from women medical 


practitioners, who should have had experience of 
aboratory work Canvassing will disqualify, but 
candidates are not precluded from visiting the 
hospital if they so desire Form of application 


enclosing stamped addressed envelope) from the 
Secretary, Lambeth Group Hospital Management 
Committee, Renfrew Road, S.E.11, to whom com 
Nieted applications should be returned not later 
hon Decemt 29. 1956 (6761) 


LIVERPOOL REGIONAL HOSPITAL BOARD 


Southport General Infirmary 


Applications are invited for the post of 
REGISTRAR IN PATHOLOGY 
with duties at the above hospital! Forms of appli- 
ution from, and t be returned to, Dr. T. Liovd 
Hughes, Senior Administrative Medical Officer 
Liverpool Regional Hospital Board, 19. James 
Sweet, Liverpool, 2, to be received not later than 
December 29. 1956.-Vincent Collinge, Secretary 
to the Board (6714) 


DDITICU IOURNAL 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
wwpointment, which will be for one vear in the 
first mstance 


REGISTRAR IN PATHOLOGY 


Based at the Royal Infirmary Glasgow, for duties 
on a rotational basis at the Royal Maternity 
Hospital Glasgow Applications (12 copies) 
stating date f birth, qualifications, experience 
present appointment, and the names of = three 
referees, to reach the Secretary, Western Regional 
Hospital! Board. 64, West Regent Street, Glas- 
gow. C.2, by December 29, 1956 This appoint- 
ment is subject to the National Health Service 
(Scotland) (Superannuation) Regulations (6742) 


WOLVERHAMPTON GROUP 
The Royal Hospital 


JUNIOR PATHOLOGIST 
required. Salary in J.H.M.O. grade Compre- 
hensive service offering wide cxperience and «rain- 
ing Post vacant shortly Candidates may visit 
Pathologist Applications to Group Secretary, the 
Royal Hospital, Wolverhampton (6452) 


EPPING, ST. MARGARET'S HOSPITAL 


SENIOR HOUSE OFFICER (Pathology) 


Post vacant January 1, 1957. Salary on national 
scale, less deduction for board, lodging, etc. Busy 
department in large gencral hospital with easy 
access to London. Applications, with names of 
two referees, to the Group Secretary, Epping 
Group. H.MC., “Oak Cottage,” The Piain, 
Epping. Essex. by December 278 1956 (6614) 


Dec. 15, 1956 


PHYSICAL MEDICINE 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications are invited for the appointment 
(whole-time of maximum part-time) of 
CONSULTANT IN) PHYSICAL MEDICINE 
to the Isle of Thanet Group of Hospitals The 
duties include clinical supervision and a_ small 
amount of medical administration of the 250 beds 
at Princess Mary's Hospital (Rehabilitation), 
Wilderness Hill, Margate. Candidates should have 
had considerable experience im the specialty A 
higher qualification in medicine is essential and 
the appropriate diploma is desirable Applicants 
may visit the hospitals concerned Apply, stating 
nationality, age, sex, qualifications and experience 
including details of present appointment and of 
war service, together with the names and addresses 
of three reterces, to the Secretary Advisory 
Appointments Committce, South-East Metropolitan 
Regional Hospital Board, 11, Portland Place, W.1 
not later than January S, 1957 (6762) 


COVENTRY GROUP OF HOSPITALS 


REGISTRAR, PHYSICAL MEDICINE 
Non-resident Duties with Coventry Group of 
Hospitals and Warneford Hospital, Leamington Spa 
Candidates may visit Hospitals. Compicted appii- 
cation forms to be returned to the Group Sccretary 
Coventry and Warwickshire Hospital, Coventry, by 
December 24. 1956 (6615) 


PLASTIC SURGERY 


SOUTH MANCHESTER H.M.C. 
Wythenshawe Hospital, Manchester, 23 


Applications are invited from registered medical 
practitioners for the post of 

SENIOR HOUSE OFFICER (Plastic Surgery) 
with three sessions per week in General Surgery 
at the above hospital. which is a Gencral Hospital 
with 75 Plastic Surgery beds Applications, with 
full details, to the Group Secretary, Withington 


Hospital. Manchester, 20 (6793) 
WORDSLEY HOSPITAL, near Stourbridge 
(478 beds) 


RESIDENT DENTAL HOUSE OFFICER 
(S.H.0.) 


required to Regional Plastic Surgery Centre. Ex- 
perience in jaw injurics an advantage Post ap- 
proved for Dental Fellowship Applications to 
Group Secretary, Guest Hospital, Dudiey, Worcs 

(99RS) 


PSYCHIATRY 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


WHOLE-TIME CONSULTANT PSYCHIATRIST 
required at Springficld Hospital, S.W.17 (2.000 
beds. including male and female neurosis units) 
The appointment includes both intramural and 
extramural duties Candidates should have 
D.P.M. and a higher medical qualification, and 
have had extensive experience in all branches of 
psychiatry Resident quarters available for a 
single person Applications by letter (five copies), 
giving date of birth, qualifications, experience, 
three referees, to Secretary (S.1), S.W Met 
RHB., Ila, Portland Place, W.1. by January 12 
1987 Applicants may visit hospital by local 
arrangement (6575) 


NORTH-EASTERN REGIONAL HOSPITAL 
BOARD. Scotland 

Applications are invited for the full-time post of 
DEPUTY PHYSICIAN SUPERINTENDENT 
Kinescat Hospital, Newmachar Aberdeenshire 
The post is of Consultant status and the officer 
appointed will be required to take part in the 
Psychiatric Service of the Region Residential 
accommodation is available at Kingseat Hospital 
Applications (12 copies), together with the names 
of two referees, should be submitted by December 
22, 1956. to the Secretary. 1, Albyn Place, Aber 
deen from whom further particulars of the 
appointment may be obtained (6379) 
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THE UNITED LIVERPOOL HOSPITALS 
LIVERPOOL REGIONAL HOSPITAL BOARD 
THE UNIVERSITY OF LIVERPOOL 


Applications are invited for a joint appoint- 

ment as 
CONSULTANT PSYCHIATRIST 
(Child Psychiatry) 

(for seven notional half-days) to the United 
Liverpool! Hospitals and the Liverpool Regional 
Hospital Board, and Lecturer in Child Psychiatry 
in the Department of Studies in Psychological 
Medicine of the University of Liverpool The 
appointment is for three notional half-days a 
week for duty in the United Liverpool Hospitais, 
in the first instance as Consultant in Charge of 
the Department of Psychiatry in the Royal Liver- 
pool Children’s Hospital, and for four notional 
half-days a week for duty with the Liverpool 
Regional Hospital Board, in the first instance at 
Aider Hey Children’s Hospital. In the University 
Department duties will be in connection with the 
undergraduate and postgraduate courses in psycho- 
logical medicine and the person appointed will be 
remuncrated for these by the University at the 
rate of £200 per annum. Candidates must posscss 
a registrable qualification, and the M.D. of a 
University in the British Commonwealth or 
M.R.C.P. (London, Edinburgh or Ireland), and a 
special qualification in psychiatry Applications 
giving full particulars of age, qualifications, and 
details of present and previous appomtment, 
together with the names of three persons to whom 
reference may be made, should reach the Secre 
tary (from whom further particulars may be 
obtained), the United Liverpool Hospitals, 80 
Rodney Street, Liverpool, 1, by January 7, 1957 


NEWCASTLE REGIONAL HOSPITAL BOARD 


ASSISTANT PSYCHIATRIST (S.H.M.O) 
whole-time, resident, at St. George's Hospital, 
Morpeth (1,250 beds) Candidates should nor- 
mally hold a D.P.M., but applications will be 
considered from candidates with no previous prac- 
tical expericnce in psychiatry who hold a higher 
qualification, have had wide expericnce in gencral 
medicine, including Senior Registrar posts, and 
intend to obtain a D.P.M., and specialize in 
psychiatry. Full particulars from Regional 
Psychiatrist Application, with names and 
addresses of three referees, to Regional Psychiatrist, 
Benficld Road, Newcastle-upon-Tyne, 6, within 28 
days (6780) 


NORTHERN REGIONAL HOSPITAL BOARD 
(Scotland) 


Applications are invited for the whole-time 
post of 
ASSISTANT PSYCHIATRIST 
(Senior Hospital Medical Officer grade) 
at Craig Dunain Hospital, Inverness. House avail- 
able Forms of application and further particulars 
may be obtained from the undersigned, with 
whom applications should be lodged by January 
21, 1957.--A. M. Fraser, Secretary and Administra- 
tive Medical Officer, Office of the Northern 
Regional Hospital Board, Raigmore, Inverness 
(6759) 
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BOOTH HALL CHILDREN’S HOSPITAL 
Manchester, 9 


REGISTRAR IN CHILD PSYCHIATRY 
required, based at the Child Psychiatric Centre, 
for one year in first imstance Training oppor- 
tunities available in Clinical Paediatrics and time 
is allowed for attendance at the University Course 
for the D.P.M., but preference will be given to 
candidates possessing the D.P.M. and or to those 
who have had experience in Adult Psychiatry 
Candidates may visit the unit by arrangement 
Application forms from Group Secretary, Booth 
Hall Hospital, to be returned not later than 
December 31 (6679) 


BROMHAM HOSPITAL, sear Bedford 
(434 beds for mental defectives) and 60 af Annexe 
near Sandy 


REGISTRAR IN PSYCHIATRY 
required (resident) Hospital may be visited by 
direct appointment with the Medical Superinten- 
dem Cphone Oakley 295) Application forms ob 
tainable from, and returnable to, Secretary, Bed- 
ford Group Hospital Management Committee, } 
Kimbolton Road, Bedford (8763) 


NEWCASTLE REGIONAL HOSPITAL BOARD 


REGISTRAR PSYCHIATRIST 
Whole-time, St. George's Hospital, Morpeth (1.250 
beds) Accommodation availabice 
REGISTRAR PSYCHIATRIST 
Whole-time, resident, Winterton Hospital, Sedee- 
ficld (2,040 beds) 

Arrangements can be made for the appointees 
to take the necessary courses of study for the 
University of Durham DPM Applications, with 
names and addresses of three referees, to Regional 
Psychiatrist, Benfield Road, Newcastie-upon-Tyne 
6. within 21 days (676% 


OXFORD REGIONAL HOSPITAL BOARD 


WHOLE.-TIME REGISTRAR IN PSYCHIATRY 
St. John’s Hospital, Stone, near Aylesbury (770 
beds) Marricd or singic, unfurnished or partly 
furnished accommodation availabic Appointment 
for one year, available for extension to a sccond 
year. Candidates may visit the hospita) by arrange- 
ment with the Physician Superimendent. Applica- 
tion forms from the Secretary, Registrars Com- 
mittee, 43, Banbury Road, Oxford, to be returned 
by December 31, 1956 (6429) 


SOUTH-EAST METROPOLITAN REGIONAL 
BOARD 


Applications are invited for an appointment as 
WHOLE-TIME REGISTRAR IN PSYCHIATRY 
to fill a vacancy in the approved traince establish- 
ment at Bexley Hospital, Dartford Heath, Bexley 
Kent Previous experience in General Medicine is 
desirable The appointment will be in accordance 
with the Terms and Conditions of Service of Hos- 
pital Medical and Dental Staff (England and 
Wales), and will be for one year in the first in- 
stance Applications, giving particulars of age, 
qualifications, and experience, with relevant dates 
together with the names and addresses of two 
referees. to be sent to the Secretary, Registrars’ 
Committce, South-East Metropolitan Regional Hos- 
pital Board. 11, Portland Place, W.1, not later 
than December 29, 1956 (6616) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


1. ASSISTANT PSYCHIATRIST 
whole-time, Senior Hospital Medical Officer grade 
Hill End Hospital, St. Albans (647 beds) En- 
couragement given to research House available 
or accommodation for single candidate. Hospital 
may be visited by direct appoiatment Applica- 
tions before January 23, 1957 

2. ASSISTANT CHILD PSYCHIATRIST 


Senior Hospital Medical Officer grade, two hailf- 
days a week (one day), Hertfordshire Child Guid 
ance Service Candidates may visit by appoint 
ment with the Medical Director, Hill End Hospital 
St. Albans Applications before January 25, 19457 
Application forms obtainable from, and return 
able to, Secretary, North-West Metropolitan Re- 
gional Hospital Board, lla, Portland Place, W.1! 
(6730) 


DE LA POLE HOSPITAL, Willerby, 
East Yorkshire (near Hull) - 
1,174 beds--mental Ulness and nervous disorders 


(a) JUNIOR HOSPITAL MEDICAL OFFICER 
The successful candidate will be engaged on work 
in the admission wards to a considerable extent 
and for duties at a psychiatric day clinic to be 
opened shortly 

(b) JUNIOR HOSPITAL MEDICAL OFFICER 
This is a newly established post which is 
intended to give the successful candidate a good 
indication of mental hospital practices 

Hospital has admission rate of over 850 per 
annum Modern reception hospital, villas, and 
neurosis unit All modern methods of treatment 
practised If desired, facilities for attending the 
Leeds University will be provided if studying for 
the D.P.M Application forms from Group Sec- 
retary, Hull (B) Hospital Management Committec 
at the above address. (6002) 


THE MEDICAL 


Unlimited Indemnity 


OVERSEAS 


PROTECTION SOCIETY timirep 


Assets exceed £180,000 
SUBSCRIPTION: £1 for first three years for newly qualified entrants, £2 for members of more than three years’ standing 
ENTRANCE FEE, 10'- (Remitted to those joining within 12 months of Registration.) 


INDEMNITY FOR AN ADDITIONAL SUBSCRIPTION 
Full Particulars from the Secretary, Dr. Alistair French, Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814. 
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Psychiatry —contd. 


NAPSBURY MENTAL HOSPITAL 


fi Near St. Albans, Herts 

JUNIOR HOSPITAL MEDICAL OFFICER 
full-um required Ihree years’ tenure Some 
experience nm psychiatry desirabic Single accom 
modation availabhl Apply t Medical Superin 
tendent by December (6651) 

PEN-Y-VAL HOSPITAL, Abergavenny 
Vale of Usk Hospital M ac ittee 
invited for the 


post of 
MEDICAL OFFICER 
Residentia! 


“Moser al 


ary ‘ d t national scales 
accommodation available for single person 
Experiun in psychiatry not essential Applica- 


tons sating ag Nationality qualifications and 
presemt appointment, together with the names of 
two referees, to be forwarded immediately to the 


Medical Superintendent, Pen-y-val Hospital, Aber- 
gavenny Mon 
PORTSMOUTH, ST. JAMES’ HOSPITAL FOR 


MENTAL AND NERVOUS DISEASE -Group 49 
South-West Metropolitan Region 
ASSISTANT PSYCHIATRIST (.H.M.O. grade) 
The hospital is approved as a Psychiatric Teach 
ing Hospital and the post offers excellent experi 
neuroses the 


cm the treatment of =the 

psychoses, the maladjusted child and the problems 
of delinquency The Neurological Department of 
the hospital i also recognized by the examining 


bodies and arrangements are made to cnable junior 
medical staff to fulfil the D.P.M regulations 
regarding Mental Deficiency All modern treat- 
ments are carried out and there are facilities for 
all investigations, including electroencephalography 
Intending candidates may visit the hospital by 
appointment Applications, stating age exper 
ence, qualifications, and the names and addresses 
of two referees, should be sent to the Physician 
Superintendent within 14 days of the appearance 
of this advertisement (6760) 


SHREWSBURY HOSPITAL GROUP 
Shelton Mental Hospital (1,000 beds) 


JUNTOR HOSPITAL MEDICAL OFFICER 

Appointment for one year in first instance 
Residential accommodation available Recognized 
for DPM Applications to Medical Superinten- 
dent (6304) 


WHITCHURCH AND ELY HOSPITAL 
MANAGEMENT COMMITTEE 


JUNTOR HOSPITAL MEDICAL OFFICER 

This post is available at Ely Hospital, a five 
hundred bedded mental deficiency hospital in close 
proximity to Cardiff. Salary £775 by £50 to £1,075 
Conditions of service as prescribed by the Medical 
Whiticy Council Applications, giving the names 
and addresses of three referees, to be sent to the 
Group Secretary, Group Office, Whitchurch Hos- 
pital. Cardiff (6692) 


LANCASTER MOOR HOSPITAL, Lancaster 
(Regional Mental Hospital) 


Applications invited for post of 
SENIOR HOUSE OFFIC ER (Resident) 
Board and residence for unmarried applicant avail 
able, for which a charge of £150 per annum is made 
Hospital which has 2.700 beds North 
Lancashire, Westmorland, and parts of the West 
Riding of Yorkshire, and has an admission rate 
of almost 800 f which 80 are voluntary All 
modern forms of treatment are carried out 
Facilities afforded to attend D.P_M. course. Salary 
according to National Terms and Conditions of 
Service Apply Medical Supcrintendent (6524) 


scrves 


UNITED MANCHESTER HOSPITALS 
Manchester Royal Infirmary, Manchester, 13 


SENIOR HOUSE OFFICER 
to the Department of Ps) chiatry 
To commence on April 1, 1957 W hole-time 
appointment (man or woman), tenable for 
six months, renewable for a second and. possibly 
a third six months. Experience in general medicine 
ewential This is a first training post, and candi 
dates who do not already possess the D.P.M. are 
expected to read for the D.P.M. (Manch.). Resi- 
dentia harec £150 per annum Application form 
obtainable from the undersigned, to be returned 
by January §, 1957.-—-G. H. Taylor, Secretary, 
(6785) 


resident 


STOBHILL GENERAL HOSPITAL, Glasgow, N.1 
Psychiatrie Unit 


HOUSE OFFICER 


required for six months beginning February 1 
1987 180 beds, 1.600 admissions yearly, acute 
treatable cases Unit recognized for D.P.M 
Applications tw Medical Superintendent giving 
names of two referees > (6656) 
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RADIOLOGY 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 
Central Middlesex. Hopital, Park Royal, N.W.10 
REGISTRAR 
required in X-ray Department Whole-time, non 
resident appointment for one year in first instance 
under supervision of consultant, will include teach 
ing and some work in Mass X-ray Department 
Possession of diploma desirable Post vacant 
January, 19457 Hospital may be visited by direct 
ippomitiment Salary £850 per anum in first year 
+965 per annum in the second year Subject to 
Terms and Conditions of Service of Hospital 
Medical ard Dental Staff Application forms from 
returnable to, Group Secretary, Central Mid 
diesex Group Park Royal, N.W 10. by 
December 31, 1956 (6731) 


WESTMINSTER HOSPITAL 
St. John’s Gardens, $.W.1 


Applications are invited for post of 
ENIOR REGISTRAR 
to Radiological (Diagnostic) Department for onc 
year in first instance, from February 1, 1957. Ap- 
plications (10 copies), with names of two referees 
to House Governor by December 29 (6800A) 


RADIOTHERAPY 
SOUTH-WESTERN REGIONAL HOSPITAL 
BOARD 


North Gloucestershire Clinical Area 


Fane are invited for the appointment 
ofa 
CONSULTANT RADIOTHERAPIST 

to the North Gloucestershire Clinical Arca, which 
comprises Gloucester, Cheltenham, Stroud, Forest 
of Dean, and adjoining districts The appoint- 
ment will be on a part-time basis (six sessions) 
The successful candidate will be required to work 
mainiy at the Gloucestershire Royal Hospital 
Gloucester, and at Cheltenham General, Eye 
and Children’s Hospital ; he may also be required 
to visit other hospitals in the Region as deter- 
mined by the Regional Board from time to time 
Twelve copies of applications, stating date of 
birth, qualifications and experience, together with 
the names and addresses of two referees, should 
be sent to the Secretary of the Regional Hospital 
Board, 27, Tyndalls Park Road, Bristol, 8, not 
later than January §, 1957 (6695) 


OXFORD REGIONAL HOSPITAL BOARD 
ASSISTANT 
(S.H.M.O 
whole-time. for the Arca Depart- 
ment of Radiotherapy Candidates should be in 
possession of the D.M.R.(T) and have had experi- 
ence in radiotherapy. The department at North- 
umpton General Hospital may be visited by 
ifrangememt with the Medical Director Applica- 
tions (12 copies). giving age, qualifications. experi- 
ence, and naming three referees, to reach the 
Secretary, Oxford Regional Hospital Board, 43, 
Banbury Road, Oxford, by January 31, 1957 
(6781) 


THE UNITED LEEDS HOSPITALS 
The General Infirmary at Leeds 


RESIDENT RADIOTHERAPY OFFICER 
(Senior House Officer Status) 
required for a period of six months The post 
affords facilities for training for D.M.R.T. Con- 
ditions of service for hospital medical staffs apply 
Applications, stating age. qualifications, previous 
posts (with dates), and three names for reference 
should be sent to the Secretary to the Board as 
soon as possible (6425) 


SURGERY 
WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appomtments 

CONSULTANT SURGEON 
in Charge of Wards, Stobhill General Hospital 

Glasgow 

CONSULTANT SURGEON 
in Charge of Wards. Stobhill Gencral Hospital 
Glasgow One of the wards is concerned with 
surgical pacdiatrics and the appointment will be 
associated with University teaching duties in 

Surgical Paediatrics 

CONSULTANT SURGEON 

Western Infirmary, Glasgow 
These appointments will be on the part-time basis 
of seven notional half-days per week Applica- 
tions (16 copies), stating date of birth, qualifica- 
tions, experience, present appointment, and the 
names of three referees. to reach the Secretary, 
Western Regional Hospital Board, 64, West 


Dec. 15, 1956 


Regent Street, Glasgow, C.2. not later than 30 
days after the publication of this advertisement 
These appointments are subject to the National 
Health Service (Scotland) (Superannuation) Regu- 
lahons (674%) 


BIRMINGHAM 


ACCIDENT HOSPITAL 
2 


1S beds) 


SURGICAL REGISTRAR 

Special experience availabiec in treatment of shock, 

infection, and principles of plastic surgery in con- 
nection with M.R¢ Burns Unit Previous ¢x- 
perience not essential F.R.C.S.. advantageous 
Application forms, from Group Secretary, Oak Tree 
Lane, Birmingham, 29, to be returned by De- 
cember 24, 1956. Candidates may visit hospital 
(6617 


KING EDWARD VII HOSPITAL, Windsor 


RESIDENT SURGICAL REGISTRAR 
required February Application forms obtain- 
able from, and returnable to, Secretary, Windsor 
Group H.M.C Alma Road, Windsor, by Decem- 


ber 23 (6283 
LEEDS REGIONAL HOSPITAL BOARD 
REGISTRARS IN GENERAL SURGERY 


Batley and Mirfield Group. (120 
General Surgical beds.) May include some 
duties in the Casualty Department. Resident 

(ii) Halifax Group. One of three similar posts 
Duties divided approximately between General 
and Orthopaedic Surgery (195 General Sur- 
gical and 85 Orthopaedic beds.) May include 
some duties in the Casualty Department 
Preferably resident 

(iii) Hull Royal Infirmary (80 General Surgical 
beds), and other hospitals in the Hull (A) 
Group Non-resident Includes additional 
dutics in the Casualty Department 

Applications, stating age, qualifications, and 
details of present and previous appointments (with 
dates), together with the names and addresses of 
three referees, to the Secretary, Joint Registrars 

Commitice, Park Parade, Harrogate, by January 

1957 (6764) 


OXFORD REGIONAL HOSPITAL BOARD 


National Spinal Injuries Centre, 
Stoke Mandeville Hospital, Aylesbury 


(i) Dewsbury 


Applications are invited for the post of 
REGISTRAR 

Experience in Gencral Surgery and 
Medicine necessary. The post offers good experi- 
ence in neurology, urology, physical medicine, and 
rehabilitation Full details of duties, etc., can be 
obtained from the Administrative Officer, Stoke 
Mandeville Hospital Applications, on forms ob- 
tainable from the Sccretary, Registrar Committee, 
43. Banbury Road, Oxford, should reach him by 
January 1957 (6562) 


SHEFFIELD REGIONAL BOARD 


Derbyshire Royal Infirmary (396 beds) 
(Hospital for ing for F.R.C.S.) 


WHOLE-TIME RESIDENT SURGICAL 
REGISTRAR 
Appointment for one gear in first in- 
Apply to Secretary, Shefficld Regional 
Hospital Board, Old Fulwood Road, Shefficid, by 
December 28. 1956, giving age, nationality, quali- 
fications, present and previous appointments (with 
dates), naming three referees (6619) 


VICTORIA HOSPITAL, Romford, Essex (99 beds) 


at this Centre 


HOSPITAL 


required 
stance 


TEMPORARY SURGICAL REGISTRAR (Male) 
required from January 1, 1957 Applications 


should be forwarded immediately to Secretary, 
Romford Group H.M.C., Oldchurch Hospital, 
(6765) 


Romford 
WARWICK HOSPITAL (320 beds) 


REGISTRAR. GENERAL SURGERY 
Experience specialty desirable. Higher 
tion an advantage. Recognized for FRCS. Ap- 
plication forms from Group Secretary, $0, Holly 
Walk, Leamington Spa, to be returned by Decem- 

ber 24, 1956. Candidates may visit hospital 
(6618) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointments. which will be for one year in the 
first instance 

REGISTRAR IN SURGERY 
Based at the Royal Infirmary. Stirling 
REGISTRAR IN SURGE 
Based at the Royal Alexandra Infirmary, 
REGISTRAR IN SURGERY 
Based at Greenock Royal Infirmary 
Applications (12 copies), stating date of birth, 
qualifications experience, present appointment, 
and the names of three referees. to reach the 
Secretary, Western Regional Hospital Board. 64, 
West Regent Street, Glasgow, C.2, by December 


Paisley. 


29, 1956. These appointments are subject to the 
National Health Service (Scotland) (Superannua- 
tion) Regulations (6744) 


Dec. 15, 1956 


Surgery—contd. 


NOTTINGHAM NO. 1 HOSPITAL 
MANAGEMENT COMMITTEE 


Newark General Hospital 


JUNIOR HOSPITAL MEDICAL OFFICER 
(Surgical) 
required for the above hospital situated on the 
Great North Road approximately 20 miles from 
Notungham Post offers good experience The 
Consultant Staff attending Newark Hospital are 
on one or more of the Nottingham hospitals 
During next few months a flat will be available as 
married quarters but in the meantime singic 
accommodation can be provided Salary £775 by 
£50 to £1,075 Duties to commence as soon as 
possible Applications giving mames of three 
referces, should be sent to the Group Secretary 
Nottingham No. | HMC General Hospital 
Nottungham (6332) 


GENERAL HOSPITAL, Southend-og-Sea 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Surgical) 
Post vacant January 16, 1957 Recognized for 
Applications, stating age, qualifications 
and expericnee, with copies of two recent 
monials, should reach the undersigned at the hos- 
pital by December 19, 1956 5. € Field, Secre- 
tary (6432) 


GRIMSBY HOSPITAL MANAGEMENT 
COMMITTEE 


County Hospital, Louth, Lincs (215 beds) 


SENIOR HOUSE OFFICER (Surgical) 
Applications are invited for the above post 
vacamt January S, 1957, at this general hospital 
Applications, giving full details, together with the 
names of two referees, should be addressed to the 
Hospital Secretary (6291) 


GRIMSBY HOSPITAL MANAGEMENT 
COMMITTEE 


Scartho Road Hospital, Grimsby 


RESIDENT HOUSE OFFICER (Surgical) 
required. (Pre-registration or Senior House Officer 
grade.) For duties in acute surgical unit of 43 
beds. modern theatre and O.P. Department. Offers 
excellent experience of all types of general surgery 
Married quarters available Post vacant end of 
January, 1957 Applications, with names of two 


referees. to Hospital Secretary (6621) 
HARTLEPOOLS HOSPITAL MANAGEMENT 
co DMMITTEE 


General Hospital, West Hartlepool (433 beds) 


Applications are invited for appointment as 
SENIOR HOUSE SURGEON or 
PRE- REGISTR ATION HOUSE SURGEON 
(Recognized for F.R.C.S.) 

at the above hospital The post becomes vacant 
end December Applications, stating age, nation- 
ality. and qualifications (with dates), and accom- 
panicd by copies of two recent testimonials, 
should be sent to the Group Secretary at the 
General Hospital, West Hartlepool, as soon as 
possible (6680) 


HULL “A™ GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Western General Hospital, Holl 


SENIOR HOUSE OFFICER, SURGICAI 
required immediately Extensive and = interesting 
surgical experience available under full-time con- 
sultants Recognized for F.R.C.S Appiications 
to be sent to the Hospital Secretary (6341) 


LEICESTER GENERAL HOSPITAL 


Applications are invited for the post of 
S.H.0. to the Surgical Department (240 beds) 
Vacamt mid-February The appointment is tenable 
for one year, and is recognized for the F.R.C.S 
It consists of six months’ General Surgery and 
six months in the special departments of Ortho- 
pacdics, Plastics and Applications, with 
copies of three recent testimonials, to the Group 
Secretary. Leicester No. | H.MC., the Leicester 
Royal Infirmary, by December 28, 1956 (6576) 


LOWESTOFT AND NORTH SUFFOLK 
HOSPITAL, Lowestoft, Suffotk 


SENIOR HOUSE SURGEON (resident) 
required immediately Salary £745 per annum 
Furnished flat available for married officer, if re- 
quired Post recognized for final F.R.C.S. exam 
ination requirements The hospital has a Con- 
sultamt General Surgeon and is regularly visited 
by Consultants in all specialties from the Norfolk 
and Norwich Hospital. Membership of a Medical 
Defence Society is a condition of appoimtent 
Applications, stating age. qualifications, and experi- 
ence, with names and addresses of two referees, to 
Hospital Secretary (6620) 


Dec. 15, 1956 
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PLYMOUTH, SOUTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 


South Devon and East Cornwall Hospital, 
Greenbank Road, Plymouth 


SENIOR HOUSE OFFIC ER IN SURGERY 

Vacamt February |. 19 Recognized for the 
FRCS Arthur R Group Secretary, 7. 
Nelson Gardens, Stoke, Plymouth (6179) 


ROYAL HALIFAX INFIRMARY (301 beds) 


SENIOR HOUSE OFFICER 
in General Surgery required Post vacant in 
January, 1957. Salary t748 per annum, with deduc- 
tion of £150 per annum for board residence, etc 
Applications to the Group Secretary, Royal Halitax 
Infirmary, Halifax (6476) 


SOLTH SHIELDS GENERAL HOSPITAL 


TWO HOUSE SURGEONS 
(Pre-registration, first or second posts) 
or SENIOR SURGICAL HOUSE OFFICERS 
(according to experience) 
Required mid-January, 1957 Clinic comprises 
two visiting Consultants, a Registrar, and two 


House Surgcons Posts recognized by Royal 
Colleges Applications to Medical Superintendent 
(6721) 


STROUD GENERAL HOSPITAL, Glos (52 beds) 


SENIOR HOUSE OFFICER 
required, mainly for surgery Locum appoint- 
ment considered Favourable experience for those 
wishing to enter gencral practice Applications, 
naming two referees, to the Hospital Secretary 
(6697) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Stockton and Thornaby Hospital, Stockton-on-Tees 


Applications are invited for the appointment of 
SENIOR HOUSE OFFICER (Surgery) 
at the above hospital The appointment, which 
falls vacant carly in January, 1957, is recognized 
for the F.R.C_S Applications, stating age, quali- 
fications and experience, together with two names 
for reference, should be addressed to the Hospital 
Secretary. (6591) 
THE GUEST HOSPITAL, Dodiey (154 beds) 
SENIOR HOUSE OFFICER (Surgical) 
Post now vacant. Apply Group Secretary, Guest 
Hospital, Dudiey, Worcs (6114) 


THE LEICESTER: ‘ROYAL INFIRMARY 


Applications are invited ‘for the post of 
SENIOR HOUSE OFFICER (Surgical) 
for a new Casualty Department. Vacant January 1. 
Duties will consist of six months as Senior House 
Officer in General Surgery. and six months 
Casualty. The post is recognized for the F.R.C.S 
Applications, stating age and qualifications, to- 
acther with copies of recemt testimonials, to the 
Group Secretary, No. 1 Hospital Management 
Committee, The Leicester Royal Infirmary, imme- 
diately (6295) 


WEST WALES HOSPITAL MANAGEMENT 
COMMITTEE 


Pembroke County War Memorial Hospital, 
Haverfordwest (163 beds) 


SENIOR HOUSE OFFICER (Surgical) 

Applications are invited for the above post. 
which will become vacant on January | next 
Salary and conditions of service as laid down by 
the Ministry of Health. Applications, stating age. 
qualifications, experience, and nationality with 
names and addresses of three referees, to the 
Group Secretary, West Wales Hospital Manage- 
ment Committce. Glangwili, Carmarthen (6348) 


LAMBETH HOSPITAL, Kennington, 


Applications are invited from pre-registration and 
registered medical practitioners for the position of 
RESIDENT HOUSE SURGEON 
Vacamt January 23, 1957. The successful candidate 
will be required to carry out a fortnight’s locum 
duty starting January 9, 1957. Application forms 
from the Physician Superintendent A stamped 
addressed envelope should be enclosed (6284) 


MILDMAY MISSION HOSPITAL 
Austin Street, London, E.2 


Applications are invited for the following pre- 

registered post 
RESIDENT HOUSE SURGEON 

vacant February 1, 1957. (Salary £425. £475 or 
£525 per annum. according to expericnce, less 
£125 for residence.) Candidates should be in 
sympathy with the evangelical aims of the hospital 
and preference will be given to intending medicai 
missionaries Applications and references to be 
addressed to the Medical Superintendent (6663) 
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LONDON JEWISH HOSPITAL 
Stepney Green, beds) 


HOUSE SURGEONS 
(Pre- or Post-registration) 
Posts vacant: (a) immediately; (b) January 3, 


1987 Applications, stating age, experience, etc., 
and copies of testimonials, to be sent to the Hos- 
pital Secretary (6710) 


MILLER GENERAL HOSPITAL (180 beds) 
(Recognized for F.R.C.S. Examination) 


HOUSE SURGEON 
Vacant early January, 1957 Six months’ ap- 
poitment. National salary and conditions Appit- 
cations and testimonials to Secretary, G. & D./ 
St. Alfege’s Hospital, S.E.10 (6686) 


NATIONAL TEMPERANCE HOSPITAL 
(158 beds) Hampstead Road, N.W.1 


Applications are invited to fill the under. 
mentioned posts: 

TWO HOUSE SURGEONS (General) 
Pre-registration posts Applications by post-regis- 
tration candidates will also be considered Appli- 
cations, stating age, qualifications and experience, 
together with names and addresses of two referees, 
to be sent to Hospital Secretary by December 4), 

(6789) 


NORTH MIDDLESEX HOSPITAL 
Edmonton, N.18 


Applications are invited from pre-registration and 
registered medical practitioners for the post of 
RESIDENT HOUSE SURGEON (General Surgery) 
Six months’ appointment, vacant February 1, 
1987 Recognized tor F.R.CS Applications (ia 
own handwriting), stating age, nationality, quali- 
fications, experience, with copies of recent testi- 
monials, to Secretary of Hospital by December 28 

(6732) 


ST. ALFEGE’S HOSPITAL 
Greenwich, S.E.10 (373 beds) 
(Recognized for F.R.C.S. Examination) 


HOUSE SURGEON 
Vacant January 1, 1957. Six months’ appoint- 
ment. National salary and conditions 
tions and testimomais to Secretary, G. & D./ 
H.M.C.. above hospital (6685) 


ST. LEONARD'S HOSPITAL, Nuttall Street, N.1 
(Acute General, 192 beds) 


Applications are invited from registered or pro- 
visionally registered medical practitioners for the 
post of 

HOUSE SURGEON 
Post vacant January 2, 1957. Applications, with 
copies of two testimonials, to the Hospital Sec- 
retary by December 22 56 (6364) 


AMERSAAM GENERAL HOSPITAL 


RESIDENT HOUSE SURGEON 
required immediately. This appointment in a busy 
general hospital (including 136 acute beds, six resi- 
dents) affords excellent experience. Post recognized 
for F.R.C.S. examinations. Pre-registration appli- 
cants considered Apply. with names of two 
referees, to Secretary. (6342) 


BANBURY, OXON, HORTON GENERAL 
HOSPITAL (163 beds) 


HOUSE SURGEON 
required end of January for general surgical and 
gynaecological beds Pre-registration candidate 
considered. Four other residents. Hospital recog- 
nized for F.R.C.S Active surgical department 


under direction of resident Consultant Apply, 
Stating age, nationality, qualifications, and names 
of two referees, to the Secretary (6782) 


BEDFORD GENERAL HOSPITAL (439 beds) 


HOUSE SURGEON 
required Pre- ofr post-registration, recognized for 
F.R.C.S. Post offers exceptional opportunitics for 
general expericnce in busy acute surgical units, 
Enquiries and applications, with copies of two 
recent testimonials. to Group Secretary, 3, Kim 
bolton Road, Bedford (8752) 


CAERNARVON AND ANGLESEY HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for the post of 
HOUSE SURGEON 
at Llandudno General Hospital, Liandudno (recog- 
nized for F.R.C.S.) The appointment is for a 
period of six months, and becomes vacant carly 
in January Salary and conditions of service in, 
accordance with those approved by the Minitry 
of Health Applications, stating age, qualifica- 
tions and experience. together with the names and 
addresses of two referces. to be forwarded to the 
Group Secretary, Plas Gwyn, Ffriddoedd Road, 
Bangor. within ten days of the appearance of this 
advertisement (6698) 
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Surgery —contd. 
---—-- 
ESSEX COUNTY HOSPITAL, Colchester 
(185 beds) 


Applications invited for post of 
HOUSE OFFICER (Surgical) 
First, second, third or pre-registration post, tenabic 
for six months. Recognized for F.R.C.S Appli- 
cations. with copics of three testimonials, to Group 
Secretary, Colchester HMC 14, Pope's Lane 
Coitchester, Exsex (A699 


GENERAL HOSPITAL, Southend-on-Sea 


Applications are invited from registered or pro 
visionally rcamtered practitioners for appomtment 
as 

RESIDENT HOUSE SURGEON 


Post now vacant Salary according to previous 
appointments held less a prescribed charge for 
residential emoluments Applications, stating agc 
qualifications, and previous experience, with copies 
ofr M testimonials (1 testimonial sufficient from 
applicants tor first appomimment) to be sent t the 
undersigned immediately . ¢€ Field, Secretary 

734) 
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DREADNOUGHT SEAMEN’S HOSPITAL 
Greenwich, $.E.10 


HOUSE SURGEON (Pre-registration) 
required on January 1987 A pplica- 
tons, stating age, nationality, qualifications 
and experience, with the names of three recent 
referees, should be sent to the Secretary not later 
than December 29 (Pr.6657) 


WHIPPS CROSS HOSPITAL, London, E.11 


Applications are invited for the following post 
which becomes vacant January 1, 1947 
PRE-REGISTRATION HOUSE SURGEON 
(General Surgery) 
Application forms, from the Hospital Secretary, to 
be returned by December 21, 1956 (Pr.67 36) 


BARNSTAPLE, NORTH DEVON INFIRMARY 
(105 beds) 


HOUSE SURGEON (Pre-registration) 


Post vacant carly January Applications t& 
Group Secretary, North Devon H.M.C., 19, Alex 
andra Road. Barnstaple (Pr.S887 


MEDWAY AND GRAVESEND HOSPITAL 
MANAGEMENT COMMITTEE 


St. Bartholomew's Hospital, Rochester 
(Recognized for the F.R.C.S.) 


HOUSE SURGEONS (2) 

Applications are imvited for two pre-registration 
posts, general surgery. one vacant from middle of 
January, and one from the end of January, 1957 
If held by a registered practitioner posts will be 
limited to six months. Salary £425 to £525 accerd- 


ing to experience Applications, stating age. quali- 
fications, nationality and expericnce, to be ad 
dressed to the Hospital Secretary (6689) 


NOTTINGHAM GENERAL HOSPITAL 


TWO RESIDENT PRE-REGISTRATION OR 
REGISTERED HOUSE SURGEONS 
required, one now vacant, one January | Appir- 
cations, stating age, qualifications and expericnce 
togcther with copies of testimonials, to be sent to 
the Group Secretary (H314) 


ROYAL CORNWALL INFIRMARY, Truro 
(212 bed 


Applications are invited from pre- or post-regis- 
tration candidates for the post of 
HOUSE SURGEON 
General Surgery, which falls vacant on January 
! 1957 Applications, stating age, nationality, 
qualifications and experience, together with copies 
of two recent testimonials, to be addressed to 
the Hospital Secretary, Royal Cornwall Infirmary 
Truro (6577) 


ROVAL VICTORIA HOSPITAL, Dover 


Applications are invited for the pre-registration 

appointment of 
HOUSE SURGEON 

at the Royal Victoria Hospital, Dover The post 
will become vacant about December 3/1 1956 
Salary £425, £475 or £525 a year, according to 
experience, less £125 a year for residential emolu 
ments Applications, giving details of age, quali 
fications and experience, togcther with the names 
and addresses of two referees. should be made to 
the Group Secretary. South-East Kent Hospital 
Management Commitice * Ash-Eton,.” Radnor 
Park West, Folkestone (6711 


VICTORIA HOSPITAL, Romford, Essex (99 beds) 


RESIDENT HOUSE SURGEON (Mate) 
required from January 17 1957 (Post not 
approved for pre-registration purposes.) Applica 
tions should be forwarded immediately tw the 
Secretary Romford Group HM C., Oldchurch 
Hospital, Romford (6766) 


WARRINGTON GENERAL HOSPITAL (344 beds) 


Applications are invited for the post of 

HOUSE SURGEON (Male or Female) 
(recognized for pre-registratio 

The post will become vacant on January 24, 1947 
Salary will be £425 wo £525 per annum, less a 
deduction of £125 for full residential emoluments 
The staffing of the Surgical Unit consists of a 
Senior Registrar. Registrar, and two House Sur- 
geons The post offers a comprehensive training 
in surecry Apply. giving full particulars, to the 
undersigned Henry I Boot, Group Secretary 
Warrinaton and District Hospital Management 
Committee, ¢/o General Hospital, Warrington, 
Lanes (#417 


WARWICK HOSPITAL (320 beds) 


HOUSE SURGEON 
Pre-registration or registered candidates may 
apply Good experience in General Surgery 
Vacant January 2* Married quarters available 
Applications, with two testimonials, to Medical 
Superintendent (6315) 


BECKENHAM HOSPITAL, Kent (100 beds) 


HOUSE SURGEON 
required. Recognized for F.R.C.S. Pre-registration 


Post Apply, stating agc, nationality, qualifications 
and experience, and naming three referees, two 
Administrative Officer (Pr.6Slu) 


BLACKPOOL VICTORIA HOSPITAL (348 beds) 


HOUSE OFFICER (Surgical) 

Surgical pre-registration post available on 
January 1, 1957, at this modern well-cquipped 
hospital with excellent facilities for gaining experi 
ence (92 gencral surgical beds) Post recognized 
for F.R.C.S Applications, stating age, qualifi- 
cations, experience, together with the names and 
addresses of two referees, should be sent to the 
Hospital Secretary 


CANADIAN RED CROSS MEMORIAL 
HOSPITAL, Taplow, sear Maidenhead 


HOUSE SURGEON 
required for post vacant January 25 Preference 
given tO persons secking pre-registration post Ap- 
plications, stating age. qualifications, with dates 
with copies of two tesumonials, to Secretary 
(Pr .6622) 


DERBYSHIRE ROYAL INFIRMARY, Derby 


HOUSE SURGEON (General Surgery) 
Pre-registration candidates cligibie Vacant 
January 3, 1957 Apply, stating details, with 
copres of two testimonials, to Secretary (Pr. 6768) 


Dec. 15, 1956 


HU DDERSFIEL HOSPITAL MANAGEMENT 
OMMITTEE 


Huddersfield Royal Infirmary (312 beds) 


HOUSE SURGEON (Female) 
required, to commence duties on December 23 
1946 The post is recognized as a pre-registration 
appointment and for the F.R.C.S Salary in 
accordance with National Scales Applications 
together with copies of three recent testimonials 
to be addressed to the undersigned as soon as 
possibie.-H. H. Johnson, Secretary to the Manage- 
ment Committee, the Royal Infirmary, Hudders- 
field (Pr.6469) 


LEEDS REGIONAL HOSPITAL BARD 


HOUSE SURGEON 
Recognized pre-registration posts will be availi- 
able for the six months commencing February ! 
1957, in the following hospitals approved under 
the Medical Act, 1950 
Scarborough Hospital (191 beds)—-I vacancy 
*County Hospital, York (222 beds)—! vacancy 
*Hull Royal Infirmary and Sutton (251 beds) 
I vacancy 
Western Gencral Hospital, Hull (543 beds) 
vacancy 
Kingston General Hospital, Hull (398 beds) 
vacancy 
*Westwood Hospital! Bevericy (202 beds) — 
vacancy 
East Riding General Drifficld (249 beds) 
1 vacancy 
*Pontefract General Infirmary (100 beds) 
vacancy 
Stainclifle Hospital Dewsbury (314 beds) 
vacancy 
*Huddersfield Royal Infirmary (305 beds) 
vacamy 
*Bradford Royal Infirmary (S07 beds) 3 vacancies 
*St Luke's Hospital Bradford (S28 beds) 
vacancy 
*Harrogate General Hospital (253 beds) 
vacancy 
*Recognized for 
Application forms can be obtained from the 
Senior Administrative Medical Officer, Park Parade, 
Harrogate, or from the Dean. School of Medicine 
Thoresby Place, Leeds, 2, and should be returned 
to either of the above named as soon as possibic 
Application may be made in advance of results of 
final examination Candidates wishing to apply 
for posts at more than onc hospital should com- 
plete a separate form im respect of cach hospital 
(6769) 


LITTLE BROMWICH GENERAL HOSPITAL 
Birmingham, 9% 


HOUSE SURGEON (male or female) 
Recognized as pre-registration appointment. Apply 
Physician Superintendent with copies of two testi- 
monials or names of referces (Pr.6623) 


DUDLEY ROAD HOSPITAL, Birmingham, 18 


THREE HOUSE SURGEONS 

required Recognized for pre-registration and 

R.C.\S. Vacant January 1, 10, and February 
1987 Each appointment is in a unit of approxi- 
mately 8S adult and children’s General Surgicai 
beds under control of two Consultant Surgcons 
Detailed applications, with copies of three recem 
testimonials, to the Secretary (Pr.6472) 


EPSOM DISTRICT HOSPITAL 
Dorking Road, Epsom, Surrey 


RESIDENT HOUSE SURGEON 
required February 1957 Pre-registration post 
recognized for F.R.C.S Applications, stating age 
qualifications, and experience, with copies of two 
recent testimomals, should be sent, as soon as 
possible, to Group Secretary at above address 
(Pr.6624) 


GRIMSBY HOSPITAL MANAGEMENT 
COMMITTEE 


County Hospital, Louth, Lines (215 beds) 


HOUSE OFFICER (Surgical) 
Applications are invited for this pre-registration 
post, vacant January S$ next Applications, giving 
full details, together with the names of two referces, 
should be addressed to the Hospital Secretary 
(Pr.6292) 


HERTFORD COUNTY HOSPITAL (171 beds) 
(Hospital situated 21 miles from London) 


Applications are invited for the undermentioned 

appointments 

HOUSE SURGEON, General (ist or 2nd post) 
To commence January 1, 19 

HOUSE SURGEON, General, Gynaecology and 
Obstetrics (ist or 2nd post) 
To commence January 1, 1957 

Pre-registration posts. Recognized under F.R.C.S 


regulations Applications to Group Secretary, 
Hertford H.M.C., County Hospital, Hertford, Herw 
(Pr.6091) 


LUTON AND DUNSTABLE HOSPITAL 
Luton, Beds 


Applications are invited for two posts of 
HOUSE SURGEON 
Vacant January |! 1957, and tenable for six 
months Recognized as pre-registration posts and 
for FRCS Applications to be sent to the 
Secretary immediately (Pr.6770) 


NEWMARKET GENERAL HOSPITAL 


Applications are invited for the post of 
HOUSE SURGEON 
Vacant January 1, 1957 Duties include surgical 
house charge of general surgical, E.N.T., and eve 
cases. Post resident, and available for six months 
Recognized for pre-registration Applications, with 
copies of three testimonials, to the Medical Super- 
intendent (Pr 6188) 


NORFOLK AND NORWICH HOSPITAL 
Norwich 


Applications are invited for the following 
appointments, vacant February 1, 1957. All are 
Pre-registration posts 

HOUSE SURGEON 
(Male or female) Post recognized for final 
FRCS examination requirements. Duties 

entirely general surgical 

HOUSE SURGEONS (TWO) 
(Male or female). at the West Norwich Hospital 
Posts recognized for final F.R.C.S. cxamination 
requirements Duties general surgical, including 
burns and plastic work The beds at this hospital 
are under the contro! of the Consultant Staff of 
the Norfolk and Norwich Hospital 

HOUSE SURGEON 
(Male or female). at the Jenny Lind Hospital for 
Children, which forms the entire pacdiatric depart- 
ment of the United Norwich Hospitals. The dutics 
are under the direct supervision of the Consultant 

Staff of the Norfolk and Norwich Hospital 
Membership of a Medical Defence Society is a 
condition of appointment Applications, giving 
full details, with names of two referees, to Group 
Secretary. H.M.C.. St. Stephen's Road, Norwich, 
by December 29, 1956 (Pr.6771) 


Dec. 15, 1956 


Surgery—contd. 

NEWPORT AND EAST MONMOUTHSHIRE 
GROUP 


PRE-REGISTRATION HOUSE SURGEONS 
POSTS 


are vacamt on February |! 1957, or a little 
earlier Roval Gwent Hospital, Newport (260 
beds. 10 residents). Three posts, all recognized 


PR.CS St. Woolos Hospital. Newport (379 
beds) One post Recognized for F.R.C.S 
Pontypool! and District Hospital, Pontypool (126 


beds, 4 residents) Two posts Both recognized 
FRCS Write, quoting two referees and post 
preferred, to T A. Jones, Group Secretary, 64 
Cardiff Road. Newport, Mon (Pr.6892) 


OLDHAM AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Oldham and District General Hospital 


Applications are invited for the post of 
HOUSE SURGEON 
becoming vacant on January 24. 1957 The post 
is recogmized for pre-registration purposes and 
FRCS Applications, quoting Ref. No. E/ 109, 
should be forwarded to the Group Secretary, Cen- 
tral Offices, Rochdale Road, Oldham (Pr.6438) 


OLDHAM AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Oldham Royal tofirmary 


Applications are invited for the post of 
HOUSE SURGEON 
becoming vacant on January 24, 1957. The post is 
recognized tor pre-registration Purposes and 
FRCS Applications, quoting Ref. No. E /108, 
should be forwarded to the Group Secretary, Cen- 
tral Offices, Rochdale Road, Oldham (Pr.6439) 


PEACE MEMORIAL HOSPITAL, Watford, Herts 
s) 


Applications are invited for the post of 
HOUSE SURGEON 
at the above hospital This is a pre-registration 
post and is recognized for F R.C.S. Salary accord- 
ne to the N_HS. Scale Applications, with copies 
of recent testimonials, to the Administrator 
(Pr.6382) 


PLYMOUTH, SOUTH DEVON, AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 


South Devon and East “Cornwall Hospital, 
Freedom Fields, Plymouth 


HOUSE SURGEON 


Pre-registration post Vacant January 1, 1957 
Recognized for the F.R.C.S.—Arthur R. Cash. 


Group Secretary, 7, Nelson Gardens, Stoke 
Plymouth (Pr 6180) 


PLYMOUTH, SOUTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 


South Devon and East Cornwall Hospital, 
Greenbank Road, Plymouth 


HOUSE SURGEON 
Pre-registration post Vacant immediately 
Recognized for the F.R.C.S.—Arthur R. Cash 
Group Secretary, 7. Nelson Gardens, Stoke 
Plymouth (Pr. 6181) 


PRESTON HOSPITAL, North Shields 


HOUSE SURGEON 
Pre-registration appointments vacant in January, 
957 


Preston Hospital, one 

Tynemouth Infirmary, one 
Applications, with names of two referees, to 
Group Secretary (Pr.6879) 


ROYAL INFIRMARY, Sunderland 


HOUSE SURGEON 
required Post, vacant January, 1957, is recor- 
nized for pre-registration experience. Apply. 
naming two referees, to the Hospital Secretary, 
Roval Infirmary, Sunderland (Pr.6675) 


ST. ALBANS CITY HOSPITAL 
St. Athans, Herts (384 beds) 


HOUSE SURGEON (House Officer grade) 
required for one of the two gencral surgical 
teams (Recognized for F.R.C.S.) Post vacant 
January 7, 1957, and tenable for six months 
Preference given to candidates secking post under 
the Medical Act, 1950 Applications to Secretary. 
Mid-Herts Group Hospital Management Com- 


mittee, Bleak House, Catherine Street, St. Albans 
(Pr.6772) 


BRITISH MEDICAL JOURNAL 


SOUTHPORT GENERAL INFIRMARY 
(Recognized tor F.R.C.S. and pre-registration) 


HOUSE SURGEON 
General Surgery and Gynaecology 
Post vacant January 20, 1957. Apply, with two 
copy testimonials, to Group Secretary, Southport 
and District H.M.C., Promenade Hospital, South- 
port (Pr.6418) 


SOL THPORT GENERAL INFIRMARY 
(Recognized for F.R.C.S. and pre-registration) 


HOUSE SURGEON 
General Surgery and Ophthalmology 
Post vacant January 12, 1957 Apply, with two 
copy testimonials, to Group Secretary, Southport 
and District H.M.C., Promenade Hospital, South- 
port (Pr.6419) 


SOLTH SHIELDS, INGHAM INFIRMARY 
HOUSE SURGEON 
(Pre-registration, first or second post) 


Required January 29, 1957 Clinic comprises 
two visiting Consultants, a Registrar and two House 


Surgeons Post recognized by Royal. Colleges 
Applications to House Governor and Secretary 
(Pr.6722) 


SOUTH-WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE 


The General Hospital, Bishop Auckland, 
Co. Durham (350 beds) 


HOUSE SURGEON 
required. Recognized pre-registration post Apply 


naming two referees, to K. G. T. Luxford, Group 
Secretary, at the above address (Pr.6652) 


STAFFORDSHIRE GENERAL 
Stafford (175 beds- ‘Recovery Unit 32 beds) 


HOUSE “SURGEON 

Pre-registration post. Vacant December 26 At 
end of term of service the successful applicant will 
be considered for appointment to a pre-registration 
post of House Physician if he or she has not held 
such an appointment. Applications to Group Sec- 
retary, Stafford HMC. 13, Foregate Street, 
Stafford (Pr.6051) 


SWINDON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Swindon Hospitals 


Applications invited for post of 
RESIDENT HOUSE SURGEON 
for General Surgical Unit of 80 beds at Victoria 
Hospital Recognized for F.R.C.S. and training 
under pre-registration internship regulations, and 
vacant January 17, 1987. Married accommodation 


available Full details, with names of three 
referees, to Secretary, 7. Okus Road, Swindon 
immediately (Pr.6344) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 
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WEST DORSET GROUP HOSPITA" 
MANAGEMENT COMMITTEE 


HOUSE SURGEONS (Male or Female) 
required for two resident posts vacant early Feb- 
ruary, 1957 (a) Dorset County Hospital, Dor- 
chester (109 beds): (b) Weymouth and District 
Hospital, Weymouth (124 beds) Both appoint- 
ments are recognized for F.R.C.S. examination, 
and approved for pre-registration service Appli- 
cations, stating age and qualifications, together 
with copy testimonials. to Group Secretary, West 
Dorset H.M.C., Damers Road, Dorchester, Dorset, 
immediately (Pr. 6653) 


THORACIC SURGERY 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR IN THORACIC SURGERY 
Thoracic Surgical Units at the Bradford Royal 
Infirmary and The Hospital, Middicton (Agare- 
gate of 60 beds, both non-T.B. and 1.B. cases.) 
Non-resident Applications, stating age, qualifica- 
tions, and details of present and previous appoint- 
ments (with dates), together with the names and 
addresses of three referees, to the Secretary, Joint 
Registrars Committee, Park Parade, Harrogate. by 
January 1957 (677%) 


NORTH MIDDLESEX HOSPITAL 
Edmonton, N.18 


SENIOR HOUSE OFFICER for Thoracic 
Surgical Unit (resident) 
required Six months’ appointment, with possible 
extension to one year Recognized for F.R.CS 
Offers experience in all types of tuberculous and 
non-tuberculous thoracic surgery Applications, 
stating age, nationality. qualifications, experience, 
with copies of recem testimonials, and or names of 
two referees, to Secretary of Hospital by Decem- 
ber 28 (6733) 


BRISTOL AND COSSHAM/FRENCHAY 
HOSPITAL MANAGEMENT COMMITTEE 


TWO SENIOR HOUSE OFFICERS 
required in the Thoracic Surgery Department, 
which is the Regional Thoracic Surgery Centre 
(120 beds) for the South-West Applications, with 
full particulars, should be addressed to the Group 
Secretary Frenchay Hospital, Bristol, quoting 
* Thoracic.” (6369) 


UROLOGY 


UNITED LEEDS HOSPITALS /LEEDS 
REGIONAL HOSPITAL BOARD 


REGISTRAR IN GENITO-URINARY SURGERY 

Out-patient and Diagnostic Department and 20 
beds at the General Infirmary at Leeds and 40 
beds at St. James's Hospital, Leeds. Applications, 
stating age. qualifications, and details of present 
and previous appointments (with dates), together 
with the names and addresses of three referees, 
to the Secretary, Joint Registrars Commitice, Park 
Parade, Harrogate, by December 19. 1956. (6580) 


Stockton and Thornaby Hospital, Stock on- Tees 


Applications are invited for the appointment of 
HOUSE OFFICER (Sargical) 

at the above hospital The appointment, which 
falls vacant early in January. 1957, is recognized 
for pre-registration service under the Medical Act, 
1950 Applications, stating full details and giving 
two names for reference, should be addressed to 
the Hospital Secretary (Pr.6590) 


THE ROYAL HOSPITAL, Wolverhampton 
(An associated Hospital of the University of 
Birmingham Medical School) 


PRE-REGISTRATION HOUSE OFFICERS 
Vacancies in Surgery occur December. carly 


January and mid-January Applications, with 
copies of testimonials, to the Secretary (Pr_6383) 


BRISTOL, SOUTHMEAD GENERAL HOSPITAL 
GROUP MANAGEMENT COMMITTEE 


Required at Southmead Hospital (570 beds, 
including 133 maternity), 

RESIDENT SENIOR HOUSE OFFICER 

(Urological Surgery) 

for 12 months commencing January 1, 1957. Post 
recognized for F.R.C.S. examination Applica- 
tions to be made on forms to be obtained from 
the undersigned.--C. C. Hancock, Group Secre- 
tary, Southmead Hospital. Bristol (6700) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 33 


TORBAY HOSPITAL, Torquay (166 General beds) 


RESIDENT HOUSE OFFICER (Sargical) 
male or female, required approximately middie 
of January, 1957. Post recognized for F.R.C.S. and 
pre-registration purposes Thete % a complement 
of six Resident House Officers Applications, 
stating qualifications, nationality, and age, together 
with copy testimonials (quoting reference F.955 /74) 
to the Group Secretary, Torquay District Hospital 
Management Committee, Torbay Hospital. Torquay, 
S. Devon (Pr 6244) 


WEST HERTS HOSPITAL 
Hemel Hempstead, Herts 


HOUSE SURGEON (Pre-registration) 
required Applications, giving full details and two 
names for reference, should be sent to the Hos- 
pital Secretary as soon as possible (Pr 6648) 


BRITISH MEDICAI IOUIRNAI 


PUBLIC HEALTH 


CITY AND COUNTY OF 
KINGSTON-UPON-HULL 


ASSISTANT MEDICAL OFFICER 

Applications are invited from registered medical 
practitioners, preferably holding a Diploma in 
Public Health. for the appointment of Assistant 
Medical Officer for duties in the Maternity and 
Child Welfare. School Health. and other Local 
Health Authority's services Salary scale £1,050 
by £50 (3) by £55 (5) to £1,475, plus essential user 
car allowance. Particulars of the appointment and 
forms of application may be obtained from the 
Medica! Officer of Health, Guildhall, Kingston- 
upon-Hull, to whom compicted application forms 
must be returned mot later than January 7. 1957 
(6783) 
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Public Health—contd. 


CITY AND COUNTY OF 
KINGSTON-UPON-HULL 


DEPUTY MEDICAL OFFICER OF HEALTH, 
DEPL TY PRINCIPAL SCHOOL MEDICAL 
OFFICER, DEPUTY PORT MEDICAL OFFICER 
OF HEALTH, MEDICAL INSPECTOR OF 


ALIENS 
Applications are invited from duly qualified 
media practitioners for the appomtment of 
Deputy Medical Officer of Health for the City 
wo held in conjunction with the appomtment 
of Deputy Principal School Medical Officer 


Deputy Medical Officer f Heaith (at Hull) to the 
Hul and Goole Port Health Authority and 
Medical Inspector of Aliens under that Authority 
Applicants must hold the Diploma in Public 


Heaith. and the possession of additional deerces 
diplomas or academic distinctions will be con 
sidercd an advantage Salary scale £1,700 per 
anoum, rising by two annual increments of £105 
and ne f £55 tw «2 maximum of £1,965 per 
annum plus “* Essential User car allowance 
Particulars of the appointment, and forms of appli 
cation, may be obtained from the Medical Officer 
of Health Guildhall! Kingston-upon-Hull to 
whom compicted application forms must he 
returned mot later than January 7, 1957 (6784) 


C'TY OF BIRMINGHAM EDUCATION 
COMMITTEE 


SCHOOL MEDICAL OFFICER 

Applications are invited from registered medical 
Practitioners (men of women) for appointment as 
School Medicai Officer in the School Health Ser 
vice Ihe possession of a DPPH. or DCH. wi 
be an advantage Salary im accordance with Whit 
ley Council scale of £1,050 by £50 to £1,200 by £55 
to £1.4°5 per annum Appointment is subject to 
the appropriate superannuation Act and to the 
passing of a medical cxaminaton Forms of appt 
cation, obtainable from the undersigned ac) 
must be returned not later than December 31, 19%¢ 
Canvassing I Russel! Chief 
Education Officer, School Health Service, Queen's 
College Chambers, 38a, Paradise Street, Birmine- 
ham, | (6412) 


city OF LEEDS 
Public Health Department 


ASSISTANT MEDICAL OFFICER 

Applications are invited from suitably qualified 
and reeistered malic or female medical practitioners 
for th post of Assistant Medical Officer for 
general work in the Public Health Department 
The duties of the appointment will include work 
im connection with Immunization and Infectious 
Diseases control, medical supervision of a long 
stay childrens home for tuberculosis contacts 
and a certain number of Maternity and Child 
Welfare Clinic sessions Opportunity will be given 
to the successful candidate to take the part-time 
DPH course at the Leeds University if tt is 
so desired The Medical Officer appointed will 
work under the immediate direction of the 
Medical Officer of Health and his deputy Salary 
scale £1,050 to £1,475 per annum In determining 
the commencing salary duc consideration will be 
given t© previows experience and qualifications 
The first increment will take effect on April |! 
following the compiction of six months’ satis- 
factory service The person appointed will be 
required to pass a medical examination and w 
contribute to the superannuation fund established 
under the Local Government Superannuation Acts 
1937-83 Applications endorsed Assistant 
Medical Officer must be delivered at the Public 
Health Department, 25, East Parade, Leeds 


not later than 10 am ym Monday, January 

1987 Canvassing im any form, cither directly 
or indirectly will be a disqualification.—I. G 
Davies, Medical Officer of Health (6462) 


HALSTEAD URBAN DISTRICT COUNCIL 
HALSTEAD RURAL DISTRICT COUNCIL 
ESSEX COUNTY COUNCIL 


MEDICAL OFFICER OF HEALTH and 
ASSISTANT COUNTY MEDICAL OFFICER OF 
HEALTH 
Applications invited for the above-mentioned 
posts, which together constitute whole-time, 44.5 
of time being devoted to dutics as Medical Officer 


of Heaitth t the District Councils and 45.5 to 
County Council duties Applicants must possess 
the Diploma in Public Health Remuneration 


(in accordance with appropriate Industrial Court 
Awards) as follows: (a) District Council's salary 
£934 10s. by 6d. (4) to £1,032 8s. a year: 
salary, £700 by £33 Gs. Bd. (4) 
4d. (5S) to £983 6s. 8d. a year 


Whitley Medical Council conditions apply and also 
relevant Standing Orders of the employing Councils 
Medical cramination Posts supcrannuable 
Application forms obtainable from the Clerk of 
the County Council, County Hall, Chelmsford 
rewrnable by December 27, 1956. Canvassing dis- 
qualifies (6306) 


BRITISH MEDiCAL JOURNAL 
COUNTY BOROUGH OF OLDHAM 


APPOINTMENT OF ASSISTANT MEDICAL 
OFFICER OF HEALTH and 
ASSISTANT SCHOOL MEDICAL OFFICER 


Applications are invited from registered medical 
practtnoners for the above appomtment which 
affords an excellent opportunity for obtaining 
experience in the Public Health and School Health 
Services Salary £1,050 by £50 to £1,200 by tS 
to £1,475 per annum The point of entry will be 
fixed according to qualifications and experience 
The appointment is superannuable and subject to 
medical exanmunation Applications stating age 
qualifications and ecxpericnce, should be forwarded 
to the Medical Officer of Health, Public Health 
Department, Town Halil. Oldham. together with 
copies of two testimonials, or the names of two 
persons to whom ference may be made 
Edward Haines, Town Clerk (6681) 


COUNTY BOROUGH OF ROTHERHAM 


Applications are invited from registered medical 
practitioners (malic) for the post of 


DEPUTY MEDICAL OFFICER OF HEALTH 
and DEPUTY PRINCIPAL SCHOOL MEDICAL 
OFFICER 


at a salary within the consolidated range of £1,380 
by £55 (4) by £50 (1) to £1,650 The commencing 
salary will be determined at a point within the 
seale, having regard to the experience of the 
successful can@idate. Applicants must possess a 
D.P.H. and have had previous experience in school 
health, maternity and child welfare, and gencral 
public health work The person appointed will 
be responsibic, under the direction of the Medical 
Officer of Health, for carrying out administrative 
and other duties in all sections of the work of 
the Health Department, and must be capable of 
assuming full responsibility for the Department 


when necessary The appointment is whole-tume 
and the successful candidate will not be allowed 
t engage in private practice The appointment 


will be terminable at any time by three months 
notice in writim on cither side and will be subject 
to the Medical Whitley Council's General Condi 
tions of Service for Public Health Medical Officers 
The appointment is also subject to the approval of 
the successful candidate by the Minister of Educa- 
tion under the School Health Service and Handi 
capped Pupils’ Regulations, 1953 The successful 
candidate will be required to pass a medica! 
cxamination for superannuation purposes. Housing 
accommodation is available if required, Forms 
of application and further information may be 
obtained from the Medica Officer of Health 
Municipal Offices, Rotherham and must be 
returned to the undersigned, giving the names of 
three referees, and cndorsed “ Deputy Medical 
Officer of Health by January 2, 1957 Can- 
vassing of members of the Council, whether dircct 
or indirect, will disqualify any candidate._-John S$ 
Wall, Town Clerk, Municipal Offices, Rotherham 

(689%) 


NOR THAMPTONSHIRE 


APPOINTMENT OF DISTRICT MEDICAL 
OFFICER OF HEALTH AND ASSISTANT 
COUNTY MEDICAL OFFICER OF HEALTH 


Applications are invited from registered medical 
Practitioners holding a D.P.H. for the appointment 
of District Medical Officer of Health for the 
Borough of Daventry and the Rural Districts of 
Brixworth and Daventry, and Assistant County 
Medical Officer of Health for the same arca The 
Officer will act under the County Medical Officer 
of Health as Assistant County Medical Officer 
The salary scales are (i) for the post of Medical 
Officer of Health for the District Councils: £920 
to £1,030 per annum, and (ii) Assistant County 
Medical Officer £656 to £922 per annum A 
travelling allowance will be paid on the scale from 
ume to time approved by the County Council 
Office accommodation and cicrical assistance will 
be provided. The appointment is subject to (a) the 
Local Government Act, 1933, and the Sanitary 
Officers (Outside London) Regulations, 1935 and 
1951, (b) the Local Government Superannuation 
Acts and (c) the passing of a medical examination 
The Officer will be required to devote his whole 
time to the duties of the appointment, to reside 
within the arca for which he acts and to discharge 
the obligations imposed on a district medical officer 
of health by the relevant Acts, Orders and Regu- 
lations As regards the duties of District Medical 
Officer of Health, the officer will be subject to the 
control and direction of the several Councils. The 
appointment will be determinable upon three 
months notice on cither side Applications, 
Stating age. qualifications, and experience. with 
the names of three referees, should reach the Clerk 
of the County Council by December 22. 1956 
J. Alan Turner, Clerk of the County Council, 
County Hali, Northampton (6346) 


Dec. 15, 1956 


COUNTY cot NCIL OF THE WEST RIDING 
OF YORKSHIRE 


JOINT APPOINTMENT OF SENIOR ASSISTANT 
COUNTY MEDICAL OFFICER and SCHOOL 
MEDICAL OFFICER to the Cudworth, Darton, 
Darfield. Dodworth, Royston, Wombwell, and 
Worsborough Urban District Councils and the 
West Riding County Council 

Applications are invited from registered medical 
practitioners, men or women, for the above post 
The Senior Assistant County Medical Officer and 
School Medica! Officer will be on the staff of the 
County Medical Officer's Department but will work 
under the administrative direction of the Divisional 
Medical Officer and the Medical Officer of Health 
who is responsible for the day to day administra 
tion of practically all public health matters in 
the Division The duties of the office will be 
mainiy clinical in the School Health and Infant 
Welfare Services, but in addition to these duties 
the person appointed will be required to act for 
the Divisional Medical Officer and Medical Officer 
of Health in his absence, and will be appointed 
as Deputy Medical Officer of Health to the con 


stituent Authorities Candidates must be in 
possession of the D.P.H.. or be nearing compl: 
tion of training for the D.P.H. The scale of salary 
is at present £1,150 to £1,575 per annum Travel- 


ling and subsistence allowances according to the 
County Council's scale are payable in addition to 
salary The post superannuabic, and the 
successful applicant will be required to pass a 
medical examination as to physical fitness Forms 
of application can be obtained from the under 
signed. to whom they should be returned not later 
than December 29, 1956.—-J. Wood-Wilson, County 
Medical Officer, County Halil, Wakeficid (6670) 


STATES OF GUERNSEY 


ASSISTANT MEDICAL OFFICER OF HEALTH 
Applications are invited for the above post 
from registered medical practitioners Possession 
of D.P.H. an advantage Duties will be principally 
nnected with the tuberculosis and school medica 


services, but will include ecneral public health 
work when required Applicants should have 
special experience in tuberculosis Salary sca‘c 
£1.050 w £1,475 according to experience The 


post is pensionable, subject to the provisions of a 
non-contributory Staff Pension Scheme, and, uniess 
he is unable to qualify thereunder, the successful 
candidate will be subject to the Rules and Regu 
lations governing a Contingency Fund to provide 
pensions to widows and orphans of the male 
members of the salaried staff Particulars may 
be obtained from the Secretary. States Appoint- 
ments Board, Royal Court House, Guernsey 
Applications, stating age, scx, qualifications, and 
giving details of expericnce, with names of three 
referees to be sem tw the President, States 
Appointments Board, Royal Court House, Guern 
sey. before January 12. 1957 m70n) 


SERVICES 
HOUSEHOLD CAVALRY 


A REGIMENTAL MEDICAL OFFICER 
is required by the Royal Horse Guards who are 


at present in the Middie East The sclected 
applicant will be granted a short service of 
regular commission in the regiment Previous 


service and professional expericnce will count for 
semiority, pay, allowances, and promotion, which 
will be generally comparable to those of the 
R AMC Minimum emoluments equivalent 
£873 (single) or £1,009 (married) Applications to 
and further particulars from, O.C Household 
Cavalry Hospital, Windsor (6786) 


COMMERCIAL APPOINTMENTS 


BRITISH MEDICAL ADVISER REQUIRED BY 


CIBA Duties include initiation and develop- 
ment of clinical trials in the United Kingdom and 
general professional advisory work Training in 


medical statistics an advantage. It is a permancnt 
and progressive post with good contributory super- 
annuation scheme. Candidates must have British 
qualifications, and should be preferably between 
35 and 40 years of age and have had severa 
years’ clinical experience Salary not less than 
£1,600 per annum Applications, with particulars 
of qualifications and experience, two Secretary, 
CIBA Laboratories Limited, Horsham, Sussex 
(6666) 


INDUSTRIAL APPOINTMENTS 


FACTORY DOCTORS 
FACTORIES ACTS, 1937 and 1948 

The following appointments as Appointed Factory 
Doctor are vacant: Newmains, in the County of 
Lanark ; Windermere. in the County of Westmor- 
land ; Turiff, in the County of Aberdeen Applica- 
tions, which should be received not later than 
January S, 1957. should be sent to Chief Inspector 
of Factories, 19, St. James's Square, London, 
(6644) 
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REPUBLIC OF IRELAND 
DR. STEEVENS’ HOSPITAL, Dublin 


Applications arfe invited from qualified prac- 
titioners with surgical experience for the position of 
SENIOR SURGICAL REGISTRAR 
to the hospital Each candidate should state his 
age and furnish full particulars of his surgical and 
medical qualifications and experience The appoint- 
ment shall be for one year, but may be renewed 
for a second gnd third year, and the appointee 
shall be responsible for Intern and Extern 
patients. The salary will be £500 per annum, non 


resident Applications should reach the under- 
signed on ofr before January 8, 1957.—William 
Kennedy. Secretary (6790) 


ST. LAURENCE’S HOSPITAL, Richmond 


The Board of Governors invite applications from 
registered medical practitioners for appointment as 
REGISTRAR (Resident) 
in Neurosurgical Department Candidates should 
preferably have some experience of or desire to 


gain experience in neurosurgery Appointment, in 
first instance, for one year, and renewable for a 
further period of two years Salary £600 per 


annum, plus free residential emoluments App!i- 
cations to reach the undersigned not later than 
January 1957.--A. W. MacDermot, Secretary 
and Superintendent (6792) 


WESTMEATH COUNTY COUNCIL 


RESIDENT MEDICAL OFFICER 

Resident Medical Officer required at County 
Hospital, Mullingar, for a period of six months, 
subject to extension. Salary £325 to £475 by half- 
yearly increments of £50 A temporary bonus at 
the rate of 10", on the first £300 and 6} on the 
portion of salary over £300 is at present payabic 
less a deduction of £9 per annum towards the cost 
of rations and apartments which are provided 
Credit will be given for previous service in a 


recognized hospital Applications should be 
lodged with the County Secretary, County Build- 
ings, Mullingar, as soon as possible (6702) 


OVERSEA (Vacant) 


AUSTRALIA (BRISBANE). OPENING AVAIL- 
able with Pathology /Transfusion practice. Experi- 
ence not essential £1,500 (£2,000 plus private 
fees.—-Box 2982. BMJ 


AUSTRALIA (BRISBANE). RADIOLOGIST 
desiring to commence private practice invited. 
Contact Box 2983, B.MJ 


FEDERATION OF RHODESIA AND 
NYASALAND 
Medical and dental practices and partnerships 
for sale Vacancies for assistants, locums 
Government vacancies, etc.-The Practitioners’ 
Exchange, P.O. Box 274, Salisbury, Southern 
Rhodesia 


NEW ZEALAND. AUCKLAND SEASIDE DIS- 
trict. Partnership for sale in rapidly expanding 


area Share worth £2,000 minimum Picasant 
conditions Excellent opportunity keen man 
Preterably married For details, airmail, with 


particulars, experience, etc., recent photograph, to 
Medical Practice, P.O. Box 168, Takapuna, 
Auckland 


S. RHODESIA. PARTNER REQUIRED. F.R.C.S. 
Eng.. also Ophthalmic practice and Appointment 
for disposal. over £3,000 per annum. Other over- 
seas open ngs availablc.—Details, Percival Turner 
Medical Agency, 25, Maiden Lane, i.C.2 


A MEDICAL OFFICER IS REQUIRED BY AN 
American Oil Exploration Corporation in South 


Arabia The appointment is for one year 
(renewable). Minimum salary $600 per month plus 
subsistence Married accommodation not avail- 


able For application form and full particulars 
apply Medical Practices Advisory Bureau, B.M.A.. 
Tavistock Square, W.C.1. (Agents.) 


MEDICAL OFFICER REQUIRED URGENTLY 
exclusive service large firm Uganda Preferably 
Diploma Public Health and/or Tropical Medicine 
minimum qualification. Registered U.K. for prac- 
tising medicine and surgcry Minimum £1,200 per 
annum.—Reply I. Gundle Ltd., 2, Ellerdate Road, 
London, N.W (6787) 


CATHOLIC MISSION HOSPITALS. VACAN- 
cies in East and West Alrica and India.—Apply 
Secretary, Damien Socicty, 47, Fitzwilliam Square 
Dublin (7130) 


CHRISTIAN DOCTOR URGENTLY NEEDED 
Baptist Mission Hospital! Congo. * Good experience 
surgery. obstetrics, Short term or permanent,—Box 
2873, B.M.J. 
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APPROVED INTERNSHIPS AND RESIDEN- 
cies available beginning July 1, 1957 600-bed 
general hospital Monthly stipend plus mainten- 
ance: Internships, $200.00; Residencies in Medi- 
cine, Surgery, General Practice, Pathology, and 


Radiology, $250.00 first year Apply now to 
Administrator, Good Samaritan Hospital, Cincin 
nati 20, Ohio, U.S.A (6386) 


CITY OF SALISBURY, Southern Rhodesia 
VACANCY—ASSISTANT MEDICAL OFFICER 
OF HEALTH 


Applications for the following post should be 
addressed to the Medical Officer of Health, P.O 
Box 596, Salisbury, Southern Rhodesia, and arrive 
not later than January 31, 1957. Assistant Medical 
Officer of Health. £2,000 by £80 to £2,400 per 
annum Successful applicant will act as deputy 
to Medical Officer of Health when he is absent on 
leave. Possession of a Diploma in Public Health 
or an equivalent qualification ts essential Detatls 
of the dutics and experience required may be 
obtained from the Medical Officer of Health 
Successful applicant will be expected to com- 
mence duty on July 1. 1957. and must provide 
a motor-car for his official duties, for which an 
allowance at rates (at present 9d. a mile) deter- 
mined from time to time by the Council will be 
paid He will also be required to submit a satis- 
factory medical certificate and serve a proba 
tionary period, and if thereafter confirmed in his 
appointment to join the Southern Rhodesia Loca! 
Authorities’ Joint Pension and Widows’ and 
Orphans’ Fund No cost of living, marriage or 
children’s allowances are payabie, and entry will 
be at the minimum of the grade Applicants 
should submit copies of testimonials, state age, 
place of birth, nationality, marital state, quali 
fications and experience (6473) 


GOLD COAST LOCAL CIVIL SERVICE 
Ministry of Health 


MEDICAL OFFICERS FOR MEDICAL FIELD 
UNITS 


Medical Officers (single or married) required 
Possession of D.T.M. & H. and previous tropical 
experience desirable, but not essential Sclected 
candidates may be required to do D.T.M. & H 
course before Icaving for Gold Coast, in which 
case fees and an allowance will be paid. Work 
consists of control of endemic and epidemic 
disease by ficid survey and mass treatment 
Medical officers are normally in sole charge of a 
Unit working in an areca of many hundreds of 
square miles and consisting of some fifty lay 
assistants under direct supervision House pro- 
vided at every Field Unit headquarters, but con- 
siderable travelling is necessary Mos: wavelling 
is done in officer's own car, for which gencrous 
maintenance and mileage allowances are paid. As 
Ficld Units operate almost exclusively im remote 
areas with few social amenities officers of adven- 
turous spirit who can make their own leisure 
amusements are best suited Work offers great 
scope for ficld research into laracly unknown 
epidemiological problems, and is likely to appcal 
to men with inclination towards preventive medi 
cine who enjoy active life Appointment is to 
Gold Coast Local Civil Service and may be (a) 
Contract for two tours of duty of 18 to 24 months 
with gratuity (taxable) of £12 10s. for each com- 
pleted month of service. (b) Three years’ proba- 
tion for permanent and pensionable employment 
Pension (non-contributory) at rate of 1/600th of 
final pensionable emoluments for each completed 
month of service; or (c) From National Health 
Service, retaining superannuation rights while in 
the Gold Coast (up to six years), and receiving 
on termination of engagement a gratuity (taxable) 
of 20% of their Gold Coast salary. Salary under 
(a) from £1,330 to £2,310 a year, and under (b) 
and (c) £1,055 to £1,850 a year, starting point 
being determined by qualifications and experience 
Temporary addition of £29 15s. a year also pay- 
able. Quarters at rental not exceeding £150 a year 
Income tax at local rates Free passages for 
officer, wife. and up to three children under 13 
years of age Annual local leave permissible and 
gencrous home leave granted after each tour. Ap- 
plication forms from Director of Recruitment 
Colonial Office, London, S.W.1 (quoting BCD 
117/13 /04) (6799) 


MEDICAL BACTERIOLOGIST. ASSISTANT OR 
Associate Professor for the Department of Bacteri- 
ology, Faculty of Medicine, University of Ottawa 
Canada Rank and salary ($5,000 to $7,000) will 
depend upon qualifications and experience. Address 
inquiry to Professor R. J. Gibbons (6458) 


PITTSFIFLD GENERAL HOSPITAL 
Pittsfield, Mass., U.S.A. 


RESIDENT IN PATHOLOGY 
200-bed hospital with well equipped laboratory 
in beautiful congenial part of New England. Sum- 
mer and winter sports. English pathologist. Medical 
school appointment availabic. Salary $300 monthly 
Passage paid. Apply, air mail, Dr. W. Beautyman, 
Pathologist. (6457) 
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GOLD COAST LOCAL CIVIL SERVICE 
Ministry of Health 


Applications are invited from doctors with regts- 
trable qualifications for the following posts in the 
Gold Coast Local Civil Service 

1. PATHOLOGISTS to carry out routine duties 
of Clinical Pathologists including hacmatology 
bacteriology, histopathology and biochemistry 
May be required to perform post mortem ¢xamin- 
ations and other duties in connection with forensic 
medicine Candidates must have had at lcast two 
years’ full time approved laboratory expericnce 

2. MEDICAL OFFICERS OF HEALTH to pre- 
vemt discase and carry out treatment whenever 
necessary Candidates must possess Diploma of 
Public Health. Appointment may be : (a) Contract 
for two tours of duty of I8 to 24 months with 
gratuity (taxabie) of £12 10s. for each compiecied 
month of service (b) Three years’ probation tor 
permanent and pensionable employment Pension 
(non-contributory) at rate of 1/600th of final 
pensionable emoluments for cach completed month 
of service: or (c) From the National Health Ser 
vice, retaining superannuation rights while in the 
Gold Coast (up to six years) and receive 4 gratuity 
(taxable) of 20% of Gold Coast salary Salary 
under (a) from £1,330 to £2,310 a year, and under 
(b) and (c) £1,055 to £1,850 a year, starting point 
being determined by qualifications and experience 
Temporary addition of £29 14s. a year also pay- 
able Quarters, when available, at rental mot cx- 
ceeding £150 a year Income tax at local rates 
Free passages for Officer, wife, and up to three 
children under 13 #cars of age Annual local 
leave permissibic and gencrous home leave granted 
after cach tour Application forms from Director 
of Recruitment, Colonial Office, London, 
(quoting BCD 117/13/010) (6798) 


GOVERNMENT OF THE EASTERN REGION 
OF NIGERIA 


MEDICAL OFFICERS OF HEALTH 
required to undertake gencral administration of 
environmental hygiene, maternal and child wel- 
tare, school health work, health education and 
control of communicable discases Women can 
didates are cligible and would be encouraged to 
concentrate on school health and welfare duties 
At present emphasis is being placed on the devel- 
opment of a school health service and on tuber- 
culosis control Officers may be required to visit 
rural areas around the township where their prin- 
cipal responsibility lies Candidates must possess 
medical qualifications registrable in United King 
dom and a Diploma in Public Health Appoint 
ment is on contract for two tours of not more 
than two years Salary scale ranges from £1,434 
to £2,118 a year. and a gratuity (taxable) is pay- 
able on completion of satisfactory engagement at 
the rate of £37 10s, for each completed period of 
three months’ service (including leave) Quarters 
provided at rental of 10% of salary Taxes at 
local rates Annual local leave permissible ; gen- 
erous home leave granted after cach tour Free 
return passages for officer and wife; and, when 
appropriate, cither (but not both) of the following 
in any one tour of service (a) One return sea 
passage for each of two children under the age of 
18, subject to a maximum of £75 in respect of the 
return journey for each child, or (b) An allowance 
of £75 a year for each of two children under the 
age of 18 maintained outside Nigeria for the whole 
of the tour. Application forms from Director of 
Recruitment, Colonial Office, London, S.W.1 (quot- 
ing reference BCD 117/411 05) (6797) 


NEWPORT HOSPITAL 
Newport, Rhode Island, U.S.A. 


INTERNSHIPS AND RESIDENCIES 
For immediate appointment or January 1. 1957 
225-bed voluntary general hospital. U.S. Depart- 
ment of State’s Exchange Visitor Programme No 
P-645 


ONE YEAR) INTERNSHIP. Approved by 
American Medical Association (pre-requisite for 
specialty residency). Internship rotates traince 
through supervised services in medicine, surgery 
obstetrics, paediatrics, anaesthesia, pathology and 
radiology Remuncration $100 per month (approxi- 
mately £35 16s. 8d.) plus full maintenance, two 
weeks’ paid vacation Travel allowance For 
Interns who are married, the stipend is $150 per 
month and separate living quarters are provided 

ONE YEAR PATHOLOGIC ANATOMY RESI- 
DENCY. Approved by American Board of Patho- 
logy and American Medical Association. Pro- 
gramme includes service at co-operating nearby 
200-bed hospital. Remuneration $150 per month, 
plus full maintenance.. two weeks’ paid vacation 
Travel allowance. For residents who are married, 
the stipend is $200 per month and separate living 
quarters are provided 

All applicants must be proficient in the use of 
English. The educational programme of this hos- 
pital is conducted by Alex. M. Burgess, M_D., 
Sc.D., F.A.C.P., Director of Medical Education 
Write, Airmail, to William K. Turner, Director 
for descriptive pamphiet, application biank and 
personal advice re travel, immigration regulations, 
etc. (9444) 
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Oversea (Vacant)—contd. 


HER MAJESTY'S OVERSEER SERVICE 


MEDICAL OFFICERS 
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HER MAJESTY'S OVERSEA SERVICE 
Northern Region Nigeria 


MEDICAL OFFICERS OF HEALTH 
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NEW ROCHELLE HOSPTT New Rochelle, 
New York, U.S. 
general hospital) 


Approved by the Joint Commission on Accredita 
tion of Hospitals Also) approved by the American 
Collere f Surgeons and Ame mm Medical Associa 
tion for tInternstup and Residency training Only 


wraduates f approved university schools accepted 


Internships avai tor the me-year term com 


mencina July 1 Strpend is $200.00 per month 
plus complet maintenance Passage back to 
England paid by hospital after completion of 12 
month mternship (6087 


OFPORTUNSTY FOR RESIDENCY TRAINING 


a number of Physicians starting Janu 
ary. 1957. of July, 1957 Accredited for two years’ 
training Salary range $400-$450-$500 a month 
tor further information contact Jack A. Wolford 


MD Superimtcndent Hastings State Hospital, 
Ingleside, Nebraska 
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ROSWELL PARK MEMORIAL INSTIIULTE 


| Buffalo 3, New York, U.S.A. 
Patt ad wy ne nd 
\ { n vca her Jul i 
4 Mod ‘ reseat 
ait j at t 
\ sum izing cducation, surgica 
I gen fency bs 
sear problems is mand 
THE QUEEN VICTORIA MEMORIAL 
HOSPITAL 
| 172, Lonsdate Street, Melbourne, Australia 
Ann arc nvited f qualified 
} med Practitioner for th wing 
RESIDENT ANAESTHE TiC REGISTRAR 
(female or 
Salary st d and residcn 
Qualificat Postgraduate Diploma n Anacs 
thesta quis M experi at ist two years 
SESSIONAL ANAESTHETIST (female) 
Salary at rate of £390 per annum f ree 
hours per week Emergency sessions 
id ’ ’ ster will be required Rate 
Is t h tata 
| Ten ppor n yea with ppor 
r The hospital (Pu 
| Section) daily averag fo sied beds totals 
| midwit surgical, medical and nid 
| n Airmai Applications close January 
19s N Stephenson, Manager (6791) 


OVERSEA (Wanted) 


DOCTOR, CONSIDERABLE GENERAL, ANAES 


im dermatology Reply Box Wel 


thetic midwitery pacdiatric expcricnce apita 
wishes to meet congenial colleague with surgica 
experience with view establish joint practic, in 
—Box 3062. BMJ 
LIVERPOOL GRADUATE, 37, QUALIFIED 1941, 
marricd with = family Wide experience own 
general practice Assistantship im dermatology 
wants Partnership in Australia or Canada. prefer 
ably with hospital facilities 1 continuc specialty 


BMJ 
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THE UNIVERSITY OF MANCHESTER 


Applications are invited for the I-time post of 
LECTURER IN NEUROSURGERY 
Salary J sing to crf annum 
according yua and exp. Duties 
d 1 work D 
tt Manchester R 
Board Governors 
Hos son vared 
wradcd) with 
\ t s sh Jt sent t 
se th trar 
hoster i3 m wh t 
ipplication may be d 
(6200) 
THE UNIVERSITY OF SHEFFIELD 
graduate with sultab traimng in physr 
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quired sist mf h im the Departm 
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eX Th n “ t 
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Applica with details qualifications 
xpericn and =th mames and addresses 
referees id be sent to the Registrar by 


NOTICES 
FAMILY PLANNING ASSOCIATION 


Sub-Fertility Centre. Investigation and 

n treatment f subfertilitvy problems Pat 
ted only through doctors, hospitals and clinics 
ancy Diagnosis. Specimens of urine accepted 
for t (Hogben Test) from doctors, hospitals 
und anywhere sults availa sithin 74 
hours of receipt of specimen Telephone ofr wr 
for details: Family Planning Assoc ation, 64, Sloan 


Street, London. Sloane 9112 


PREGNANCY DIAGNOSIS BY THE NENOPLS 
METHOD. 24-hour service. Send specimen 
urine and fee Hacmatology. Biochemistry, Flam 
Photometry.— We Biological Laboratories, 26 
Park Crescent Place, MUS 


SCOTS-IRISH DOCTOR, 32, 
DRCOG tired of National 
desires Partnership in Canada 


and General Practitioner in lara 
Previously six years in evnaces 


sureery HOO consecutive deliver 
and over 1,000) gynaecological 


Box BM 


formed Conscrentious hard worker 


R.C.,. SINGLE, 
Health Service 
Australia New 


Zealand America preferably with (but not 
essential) hospital obstetrical and gynaccological 
facilities Present post (past two years) Honorary 
(ie unpaid) Consultant Obstetrician and Gynae 


to Stkbed maternity and women’s hospital 


g2cneral practice 


and obstet 
rical hospitals and me year gener 


al medicine and 
(including 250 


cacsarean sections) without mortality 


operations per 
Strnet 


UNIVERSITY AND RESEARCH 


APPOINTMENTS, etc. 


Applications are invited fri 
medical practitioners for the 


Benger Laboratorics Limited 
all th Jutices of the medical 


maintaining an 


employed by th Company 


w 


It is not possible to give the 
salary exactly. as it will vary 


been sct is £1,000 per annum 
This positio which is 
carries execelien 
imaginative ability as wel 
climcal background 


obtained 


MEDICAL ASSISTANT 


an Assistant to the Medical 


appointed, who need not necessarily have 
had anv experience of the type of work 
involved, will assist in the carrving out of 


These include the initiation and follow-up 
of clinical trials of the Company's pro- 
ducts, advising n the medial 


service ind assisting in the preparation 
of medical films. etc The work is varied 
and interesting and «close 
harmon with th other medical men 


ur to Holmes Chapel 


according to the age and experience of the 


applicant, but it will not be less than he 
might expect to receive in clinical work 
and as a guide the wer limit that has 


Prospects and calls for 
as a s und 
Applications should 
be semt to the Secretary, Benger Labora- 
tories Limited. Holmes Chapel, Cheshire 
from whom further particulars can be 


mm registered 
position of 
Adviser of 
The doctor 


department 


aspects of 
information 


be expected 


mmencing 
considerably 


pensionable 


(6550) 


EDUCATIONAL AND LECTURES 


MLR.C.P. LONDON. Correspondence coaching 
ourse recently prepared by experienced tuto 
includes help with the clinkcal examination 
Write, J. Arnold. 189, Regent Street, 


POSTAL COACHING FOR ALL MEDICAL 
ENAMINATIONS. Kamination successes 1940 
1985S: M R.C_P. Lond 44: Eng... Primary 
: Final, 262: M. and D Obst 
RCOG 412 H 183: Univer 
sitv and Conjoint Up-to-date courses 
for the M_D.Lond.. M._R.C.P Edin, F.R.C S Edin 
D.P.H DPM Assistance with MD 
Thesis Prospectus, list of tutors, etc on applica 
tion to G. E. Oates, M_D.. M_R_C.P (Lond), Univer- 
sity Examination Postal Institution, 17, Red Lion 
Square, London. W.C.1 Phone: HOLborn 6313 


POSTGRADUATE STUDY. Diploma in) 
thetics ; Diploma in Psychological Medicine Dip- 
loma in Ophthalmology Diploma in Radiology 

Diploma in Laryngology Diploma in Child 
Health F.R.C.S.Ed. and all Surgical Examina 
tions M.R.C.P.Lond. and all Medical Examin 

tions. M.D. Thesis of all Universities ; Courses tor 
all qualifving cxaminations Complete Guide to 
Medical Examinations sent free on application 
Applicants should state in which qualification they 
are interested Address, Secretary, Medical Corre 
spondence College, 19, Welbeck St.. London, 


ST. BARTHOLOMEW'S HOSPITAL MEDICAL 
COLLEGE 


FINAL F.R.C.S. MAY, 1957 
A course will be held for the above examination 
on Tuesday and Thursday evenings at 6.30 p.m 
starting on Tuesday, February 26, 1957, and ending 


on Thursday April 18, 1957 The course wil 
comist of 16 clinical tutorial classes with short 
cases followed by lecture-demonstrations on 
selected subjects The course is not comprehen- 
sive The class will be limited to 24 members 
Fee Twenty or to Bart's men fiftcen 
guineas Applications to the Sub-Dean, St. Bar 
tholomew's Hospital Medical College, West Smuith- 
field, E.C.1 (6682 


SOCIETY OF APOTHECARIES OF LONDON. 
DIPLOMA IN INDUSTRIAL HEALTH.—The next 
examination will begin on Monday, July 1, 1957 
The following examination will be held in Decem- 
ber, 1957. For regulations apply Registrar, Apothe- 
caries’ Hall. Black Friars’ Lane. London, 4 


Published by the Proprietors, the British 
The Gainsborough Press, St. Albans 


Medical Association, Tavistock Square 
Printed in Great Britarn Lotered 


London, W.C.1, 
as Second Class 


and printed by Fisher, Knight & Co. Lid 


at New York, U.S.A. Post Office 
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CHARGES FOR CLASSIFIED ADVERTISEMENTS 
To economize in paper, bookkeeping entries, and avoid delay, please send payment with the advertisement 


Advertisement Director, 
“ British Journal,” 
B.M.A. House, Tavistock Square, London, W.C.1. 
Members should include the word “ MEMBER ™ underneath their signature. 


Every effort will be made to include ** Hospital *’ and *‘ Small *' advertisements in the forth- 
coming issue provided they reach this office by not later than first post on the FRIDAY of the 


week preceding date of issue. 


Cancellation of advertisements cannot be accepted if received after 4 p.m. on the Menday prior 
to date of issue (issues affected by public holidays excepted). 


WRITE ADVERTISEMENTS AND 


NAME AND ADDRESS CLEARLY IN BLOCK LETTERS 
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AND 
LECTURES 
SCHOLARSHIPS AND 
STUDENTSHIPS 
NURSING HOMES 
PRACTICES (Exec. Councils) J 


PRACTICES 
PARTNERSHIPS 
ASSISTANTSHIPS 
LOCUMS 
SITUATIONS 
PRIVATE BARGAINS 
(for use of members only) < 
DISPENSERS 
DIETITIANS 
NURSES 
HOUSEKEEPERS 
RECEPTIONISTS 
SEC.-TYPISTS 
MOTOR CARS 


MISCELLANEOUS J 
PERSONAL 
NOTICES 


MEETINGS 

COMMERCIAL APPTS. 

HOTELS 

CRUISES AND TOURS 

MOTOR CARS (TRADE) 

MISCELLANEOUS 
(TRADE) J 


ACCOMMODATION 7 


Minimum charge £1 16s. for 4 lines (display rules 
counting as lines). 9s. a line thereafter. 

Box number address forms part of the advertise- 
ment and counts as 6 words (1 line). An additional 
Is. is charged to cover box fee and addressing and 
postage of replies 


MEMBERS—PER INSERTION 
‘ith Box No. | With name and address 
words (minimum charge) |! words (minimum charge) 
} cr * 
Ws. 
Additional words : 6s. for each 6, or less 


NON-MEMBERS—PER INSERTION ‘ 


With Box No. With name and address 
words 23s. 6d. (min. charge) 6d. (min. charge) 
38s. 6d 37s. 6d 


Additional words: 7s. 6d. for cach 6, or less 


PER INSERTION ~ 


With Box No. With name and address 
12 words 37s. (minimum charge) 18 words 36s. (minimum charge) 


30, 60s. 
Additional! words: 12s. for each 6, or less 


PER iN 


(Convalescence, Holidays, etc.) 
CONSULTING ROOMS With Box No. With name and address 
HOUSES, ETC 12 words oa (minimum charge) 18 words 27s. (minimum charge) 
NURSING HOMES FOR SALE f 18 ,, 37s. | 24 36s. 
SECRETARIAL AGENCIES 45s. 
TYPING AND " Additional words: 9s. for each 6, or less 
DUPLICATING 
DISPENSERS PER INSLRTION 
NURSES With Box No. With name and address 
HOUSEKEEPERS seeking 12 words 13s.(minimum charge) | 18 words 12s. (minimum charge) 
RECEPTIONISTS poss j 
SEC.-TYPISTS , 2s. 


Additional words: 4s. for each 6, or less 


CONSULTING ROOMS, ETC. 


AVAILABLE 

Consulting Rooms and Suites with or without 

Residential accommodation.—Agents, Ley Clark 

and Partners, Limited, 3, Wimpole Street, W.1. 
Langham 1095. 


CRUISES AND TOURS 
SPECIALISTS IN TRAVEL. PFRSONAL SER- 
vice expert advice. Conference and convention 
bookings speedily arranged..-Montague Shaw 
(Travel) Lid., 67, Marylebone High Street, W.1. 
WELbeck 8578/9, 


HOTELS 
MALTA.—ABUNDANT HEALTHGIVING SUN- 
shine in Malta. No foreign currency required 
Every comfort for convalescence, at iuxurious 
HOTEL PHOENICIA, Full colour booklet sent 
on application. Ask your Travel Agent or ‘phone 
GERard 6477. 


MISCELLANEOUS 
Wanted, Chest § ing Set suitable for con- 
sultant physician. State make and price.—-Box 
3080, B.MJ 


Brass and Bronte Nameplates neatly engraved. 
Proof submitted.—G. Maile, 367, Euston Road, 
N.W.1 EUSton 2938. 

Bronze Nameplates, send size and lettering for 
free proof.—Abbey Craftsmen, 78, Osnaburah 
Sweet, N.W.1. EUSton 5722 

Bronze Name Plates with cream enamel tetter- 
ing Send size and lettering for estimate.—Osbornc, 
Gower Street, London, c 

Savile Row acelled ‘Export 
direct from eminent tailors, Lesicy & Roberts, 
Huntsman, Kilgour, etc., Lounge and Dress Suits, 
Overcoats, ctc.. from 10 gns.—-Regent Dress Co 
(second floor), 17, Shaftesbury Avenue, Piccadilly 
Circus, W.1. GER 7180. (Next to Café Monico.) 


HOMES 


HEIGHAM HALL, NORWICH 
Private Mental Hospital. Individual treatment. 
Special Geriatric Unit. Accommodation Aicoho ics. 
From 7ans. Apply Dr. J. A. Small, Norwich 20080 


HITCHAM PLACE, BURNHAM, BUCKS 

(Late Ferstanton, Christchurch Road, S.W.) 

A Private Home for the treatment of LADIES 
with Mental and Nervous D'sorders. Psychotherapy, 
Physiotherapy, etc. A large Country Mansion with 
20 acres in Green Beit. Apply Dr. Madeline R. 
Lockwood, Resident Physician Superintendent, 
Tel.: Burnham 624. Station: Taplow 


MIDDLETON HALL 
MIDDLETON-ST.-GEORGE, CO. DURHAM 
Tet. : Dimsdale 7 
Private Mental Hospital. Cases include addic- 
tion and senility. All modern treatments, including 
psychotherapy. Moderate fec. Apply to Resident 

Physician. 


MEMBERS ABROAD. Copies of vacancies advertised in the Journal can be sent by AIR MAIL. 
The minimum cost is 3s. per week, which covers up to three separate headings : additional headings 
Is. cach. Please state type of vacancy and remit to the Advertisement Director, B.M.J 


Every effort 1s made to ensure the accuracy of advertisements appearing in the Journal. No recommendation 
is implied by acce;ance, and the British Medical Association reserves the right to refuse or interrupt the insertion 


of any advertisem nt. 


REPLIES TO BOX NUMBERS. The names and addresses of advertisers under box numbers are held 
by us in strict confidence and cannot be disclosed. Each Box No. should be addressed separately. Two or 
more replies can be enclosed in one envelope, addressed to the Advertisement Director. They will be 
forwarded to the advertisers in plain envelopes. 


Advertisement Director, British Medical Journal, B.M.A. House, Tavistock Square, ope W.C.1. 


Telephone: Euston 4499. 


Telegrams: Britmedads, Westcent, London 


SITUATIONS VACANT 


wanted. Modern 
200-bed hospital. Salary depending on training 
and experience. 40-hour week. 30 days’ holidays 
For full particulars, 
Lethbridge Municipal 


Female Laboratory Technici 


after one year 
Administrator. 
Lethbridge, Alta, Canada. 


AVAILABLE 


Doctor’s Receptionist. Young lady, age 22 
(Swiss), speaks French, German, and a little 
English, secks situation in England. Seven years’ 
experience.-Box 3079, B.M.J. 


write the 
Hospital. 
e783) Applicants requiring testimonials, theses, 


RECEPTIONISTS, SECRETARIES, 
TYPISTS, HOUSEKEEPERS, ETC. 


VACANT 


or duplicated, should communicate with Manton 
Secretarial Service, Lid., 98, Victoria Street, S.W.1 
(Victoria 0141), who are specialists. 

Hand-picked doctors’ Secretaries, including 
S.R.N.—Wigmore Agency for Medical Sceretaries, 
67, Wigmore Street, W.i. HUNter 9951 /2/3. 


-trained Temporary or Pe 


doctor’ Thoroughly rmanent 
Weated, young, == Medica! Secretarial Staff may be engaged through 


residence, urban ahd rural practice —Apply for 
MJ 


further particulars, Box 2957. 
Housekeeper for doctor's house, 


Help for heavy work employed. Children away 
Live with family 


except holidays. 
BMJ 


Brook Strect Burcau of Mayfair, Lid., 59, Brook 
Street, W.1. MAY 8866 

Typewriting and Duplicating. First-class work. 
Box 3056, Electric typewriters. Moderate —Sybil Rang, 21. 
Heath Street, N.W.3. HAM 5329/0504, 


ete. 


NORTHUMBERLAND HOUSE 
Psychiatric Nursing Home, 235-7, Ballards Lane. 
N.3, Tel. FiNchley 5283. Resident Med. Director, 
R. M. Riggall, Mem. Brit. Psycho-Analytical Society. 
Deep insulin coma unit, psychotherapy, etc. Fees 
trom 12 gns. 


MEDICAL PRACTICES 
ADVISORY BUREAU 


APPOINTMENTS INFORMATION SERVICE 
Doctors seckirz information about openings in 
the various fields of medical practice, or introduc- 
tions as locums, assistants or partners, are invited 
to address enquiries to the Medical Director, 
Medical Practices Advisory Bureau, at 
B.M.A. House, Tavistock Square, London, 
W.C.1. Telephowe sumber: EUSton 5601 /2. 
33, Cross Street, Manchester. Telephone 
number: Deansgate 3691. 
7, Dromsheugh Gardens, Edinburgh, 3. Tele- 
phone number: Central 7184, 
St. Vincent Street, Glasgow, C.2. Tele- 
phone number: Central 5616. 
The services of the Medical Practices Advisory 
Bureau are free to members of the Association. 


AGENTS 
PERCIVAL TURNER, LTD. 


MEDICAL AGENCY (Est. 75 years) 
25, Maiden Lane. Strand, W.C.2. Telephone: 
TEMple Bar 9011. Night : Walton-on-Thames 1785, 
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Nasal 
decongestion 
without 


unpleasant 


side-effects 


Neophryn is more sustained in effect 
than ephedrine or adrenaline, yet safer 
than either. Neophryn will not cause 
C.N.S. stimulation or sedation; stinging 
and secondary congestion are very rare 
and there is no impairment of ciliary 
movement. This freedom from side- 
effects makes Neophryn the first choice 
for children and infants as well as 
for adults. 


Neophrya is a sympathomimetic amine (I-m- 
hydroxy -methylamino-methyl benzyl alcohol 
HC1) in aqueous solution, available in a plastic 
atomiser which gives a fine spray, or as drops, 
which are more suitable for children. 


*A special Neophryn plus antihistamine spray is also available. 


Associated exporting company: WINTHROP PRODUCTS LIMITED 


PRODUCTS LIMITED, Neville House, Kingston-on-Thames, Surrey 
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